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This is undoubtedly the most comprehensive and thorough work on Operative Surgery in the English lan- 
guage. It is exact, it is inclusive, it is complete. 

It covers every branch of Operative Surgery—general and special—from the head to the feet. It not only 
tells what best to do surgically, but how it should be done. Moreover, it is just as exacting with details of 
minor procedures as it is with major surgery. 

The illustrations: There are 6378, the vast majority original and made by a large corps of artists directly 
and constantly under the supervision of Dr. Bickham. 

By Warren Stone Bickham, M.D., F.A.C.S., Former Surgeon in Charge of General Surgery, Manhattan 
State Hospital, New York. Former Visiting Surgeon to Charity Hospital and to Touro Infirmary, New Or- 
leans. Six octavo volumes, totaling about 5400 pages with 6378 handsome illustrations. 

Per volume: Cloth, $10.00, net. Desk index free. 

Sold to physicians on liberal terms. 


Send orders to 


New Orleans, La. J. A. MAJORS COMPANY Dallas, Texas. 
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Medical and Surgical Books 


Williams’ Obstetrics 


OBSTETRICS, A Tezxt-Book for the Use of 
Practitioners and Students. By J. Wuit- 
RIDGE WILLIAMS, M.D., SC.D., Professor of Ob- 
stetrics, Johns Hopkins University; Obste- 
trician-in-Chief to the Johns Hopkins Hos- 
pital, Baltimore. Fifth Edition, Revised and 
Enlarged. 1029 pages, with 17 Plates and 
685 other Illustrations. Cloth, $9.00. 


This standard work has long been es- 
tablished as the leading American text 
on obstetrics, and is now entirely re- 
written and reset, every chapter show- 
ing the care of the revision. 


Foote’s Minor Surgery 


MINOR SURGERY. By Epwarp MILTon Foote, 
AM., M.D., Instructor in Surgery, College of 
Physicians and Surgeons, Columbia Univer- 
sity; Clinical Professor of Surgery, New 
York Polyclinic Medical School; Visiting 
Surgeon, New York Hospital, etc., etc. For- 
merly Chief in Surgery at the Vanderbilt 
Clinic. Fifth Edition. 810 pages, with 421 
Illustrations. Cloth, $8.00. 


The best technic in the field which in- 
cludes the great majority of the every- 
day problems of surgical practice. The 
most recent progress is covered both in 
text and illustrations. 


The New 
Pusey’s Dermatology 


THE PRINCIPLES AND PRACTICE OF DER- 
MATOLOGY. By WittLtAM ALLEN Pusey, 
M.D., Emeritus Professor of Dermatology in 
the University of Illinois; Dermatologist to 
St. Luke’s and Cook County Hospitals, Chi- 
cago, etc. Fourth Edition. 1280 pages, with 
Plates and other Illustrations. Cloth, $10.00. 


The only comprehensive, up-to-date 
work on the subject, written by a spe- 
cialist, for the general practitioner. 


FEATURES 
—New Fourth Edition. 
—14 new full page 


—Comprehensive and 
explicit directions for 
diagnosis and treat- 


plates in full colors. 


—54 other plates and 
466 text illustrations. 


—Entire book revised 


ment. 

Minor skin lesions— 
the general practi- 
tioner’s most  fre- 
quent problems fully 
covered. 


and brought up to 
date. 


—Written in 
lucid English. 


—New treatment of 
many important sub- 
jects. 
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Walsh’s Psychotherapy 


PSYCHOTHERAPY. By James J. WALSH, 
M.D., PH.D., SC.D., Professor of Physiological 
Psychology, Cathedral College and College 
of the Sacred Heart, New York; Extension 
Professor, Fordham University, etc. Revised 
Edition. $7.50. 


Emphasizes the practical value in all 
branches of the practitioner’s work of 
this specialty with a general application 
which is only now approaching its due 
recognition. 
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THE MEDICAL INTERPRETER 


Gives the busy Doctor a firm grasp on scores 





of vital questions, and proves the ultimate so- 


lution to hundreds of involved and perplexing 


problems. 
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The MEDICAL INTERPRETER is the Authority on everything NEW 
that appeals to the greater number of the Medical Profession— 


Doctor—here are a few of the ‘‘rich nuggets’’ 
in the wonderful mine of information spread out 
for your mental as well as monetary enrich- 
ment. These “nuggets” lie close to the surface 
of immediate grasp and comprehension; and 
not buried deep in the oblivion of involved 
phrases, but set forth in sentences clear cut, 
concise, and in a brevity of words for the busy 
Doctor to read and digest in the shortest meas- 
ure of time. 

The new treatment for Diabetic Cataract. The 
prophylactic treatment of Coryza. The abortive 
treatment in incipient Gonorrhoea. Soubirou’s 
treatment for Chronic Gonorrhoea. Treatment 
for Migraine and Insomnia. The latest treatment 
for Whooping Cough. Use of Silver Salvarsan. 
In your private practice, are you up on Sterility 
and Frigidity? The Medical Interpreter ex- 
plains exact and proven treatment. Can you 
give, in Uterine Inertia, the pituitary extract 
without doubt or fear? The Medical Interpreter 





SPECIAL FOR SURGEONS 
Surgery of extremities presented in beauti- 
ful monograph on AMPUTATIONS with 
technic and thirty-five illustrations as done 
at Walter Reed Government’ Hospital, 
Washington, D. C., by Norman T. Kirk, 
Major Medical Corps, U. S. Army. Spe- 
cial pre-publication price, $5.00. 











Washington, D. C. 


“If it’s NEW—it’s in the MEDICAL INTERPRETER” 
A SERVICE 


THE MEDICAL INTERPRETER 


1716 Pennsylvania Avenue, N. W., 






is your authority. Can you sensitize the infant 
for intolerance of milk due to protein toxines? 
The Medical Interpreter is your safe criterion. 
Can you separate general from specific con- 
clusions, and give definite indications for Gland- 
ular Therapy? The Medical Interpreter is your 
guide. Are you applying the intravenous treat- 
ment in Arteriosclerosis? The Medical In- 
terpreter explains fully yet concisely. 

Are you up to date on Medical Jurisprudence, 
Acidosis, Diagnosis, Endocrinology, Influenza, 
the big, important subject of Vitamines? The 
Medical Interpreter covers all of these subjects 
and hundreds of others in authoritative arti- 
cles; NOT as suggestions, opinions, or experi- 
ment, but as absolutely confirmed and posi- 
tively proven conclusions. 


Doctor—measured in mental value and mon- 
etary recompense, what are any one of these 
splendid articles worth to you? Will you guage 
the real worth of the Medical Interpreter by 
these priceless articles? Information that 
through our plan of co-operative membership 
puts within easy reach of every Doctor in 
America. 

Sign and mail coupon now for a complete 
resume of just what this invaluable service 
will mean to you; and put in your hands 
at a price that is dwarfed to insignifi- 
cance compared with its daily value 
and resourcefulness. 
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THOREK 


THE HUMAN TESTIS 


By MAX THOREK, M.D., Surgeon-in-Chief, American Hospital, Chicago 
Octavo. 548 pages. 308 illustrations. Cloth, $8.00 


N this book on The Human Testis, its gross anatomy, histology, physiology, path- 
] ology, with particular reference to its endocrinology, aberrations of function and 

correlation to other endocrines, as well as studies in testicular transplantation and 
the effects of the testicular secretions on the organism, you are offered the only -com- 
plete work on its subject in any language. 

Many of the conclusions in this volume are the results of painstaking, personal 
observation, and the checking-up of the laboratory and clinical work and research 
have not hitherto been published. All obtainable data contained in the literature has 
been brought down to date. 

One of the main objects of this work is the study of endocrinology of the testis, 
presenting all facts from the literature and the most recent results of strictly scien- 
tific investigation, with all obtainable proofs so that there should be no difficulty in 
arriving at the exact conclusion of the scientific value of all work accomplished to 
date including the author’s own findings as the result of his investigation and sur- 
gical application of knowledge gained in sex-gland transplantation with details of his 
technic and the results as shown by microscopical examination and clinical finding. 

In addition there are complete chapters on the etiology, diagnosis and treatment 
of such conditions as tuberculosis and all forms of tumors of the testis; in fact of all 
diseases affecting that organ, as well as the latest methods of surgical and other 
forms of treatment in such conditions as varicocele, hydrocele, vasotomy, anastomosis 
of the vas deferens, plastic defects, injuries, elephantiasis, cryptorchidism, orchi-epi- 
didymitis, funiculitis, deferentitis, etc., etc. 

A complete bibliography is appended. 

Surgeons, urologists, neurologists, the internist, general practitioner and all at all 
interested in any of the phases of endocrinology will be delighted with the scope and 
content of the reliable information in this work and the practicability of its presen- 


tation. 
CONTENTS 


Introduction Internal Secretion of the Testis The Therapeutic and Other Ef- 











Gross Anatomy of the Reproduc- 
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One of the most outstanding medical books 
of recent years—Ready May 20th 


Modern Methods 


of Treatment 


By Logan Clendening, M.D., Assistant 
Professor of Medicine, Lecturer on Thera- 
peutics, Medical Department of the Uni- 


versity of Kansas; Attending Physician. 


Kansas City General Hospital; Physician 
to St. Luke’s Hospital; Physician to St. 
Mary’s Hospital. 


With special chapters on special sub- 
jects by H. C. Andersson, J. B. Cowherd, 
M.D.; Carl O. Rickter, M.G.; F. C. Neff, 
M.D.; E. H. Skinner, M.D.; and E. R. De- 
Weese, M.D. 


700 pages, 644 x 9%, with 77 original il- 
lustrations, including halftones, line draw- 
ings and color plates. Price, silk cloth, 
9.00. 


Presents the most modern thought and 
practice upon the treatment 
of disease 


This new book presents modern thera- 
peutics in a comprehensive way. In this 
book the drugs used in internal medicine are 
given adequate consideration, but the chap- 
ter on dietetics is just as long as the chapter 
on drugs. Chapters are devoted to mas- 
sage, hydrotherapy, biologic therapy, duct- 
less gland extracts, radiotherapy, blood 
transfusion, lumbar puncture, etc. 


Special chapters written by experts are 
contributed on infant feeding, anesthetics, 
radiotherapy, massage, and rickets and 
scurvy. Particular attention has been de- 
voted to details of technic. The descrip- 
tion of procedures has purposely been made 
minute and clear so that even a physician 
who has never carried one of them out 
should be able to do so from a study of 
the text. 


&* You will find this new book useful in - 


your daily work. 


C. V. MOSBY COMPANY 
508 North Grand Boulevard 
St. Louis U..8.:A, 








Kansas City Annual Fall 
Clinical Conference 


OCTOBER 13th TO 18th, 1924. CONVEN. 
TION HALL, KANSAS CITY 


IN CONJUNCTION, WITH THE ANNUAL 
MEETINGS OF 


Medical Association of the Southwest, Con- 
vention Hall, October 13-14, 1924, 

American Child Health Association, Grand 
Avenue Temple, October 14, 15 and 16, 
1924. : 


COME AND HEAR THESE DISTIN.- 
GUISHED GUESTS: 


Hon. Herbert Hoover, Secretary of Com- 
merce. 
Dr. Geo. E. Vincent, Pres. Rockefeller 
Foundation. 
Surg. Gen’l. Ireland, U. S. Army. 
Surg. Gen’l. Cumming, Public Health 
Service. 
Dr. Rudolph Matas, New Orleans, La. 
Dr. Fred’k. N. G. Starr, Toronto, Canada. 
Dr. Elliott P. Joslin, Boston, Mass. 
Dr. O. H. Perry Pepper, Philadelphia, Pa. 
Dr. Oliver S. Ormsby, Chicago, Illinois, 
Dr. Guy LeRoy Hunner, Baltimore, Md. 
Dr. Gordon B. New, Rochester, Minn. 
Dr. F. L. Adair, Minneapolis, Minn. 
Dr. Willis C. Campbell, Memphis, Tenn. 
Dr. Wm. O’Neill Sherman, Pittsburg, Pa. 


Clinics in the forenoons at hospitals of 
Greater Kansas City. 


Round table lunches where you come in 
contact with the distinguished guests in 
whom you are interested. 


Clinical demonstrations during the after- 
noon by distinguished guests at Convention 
Hall. 


Scientific and commercial exhibits at 
Convention Hall. 





This Society mimeographs throughout the year 
THE DAILY CLINICAL BULLETIN 


showing the Medical and Surgical work for each 
day at the hospitals and laboratories in Greater 
Kansas City, available at all hospitals and In- 
formation Booth at Union Station. 


KANSAS CITY CLINICAL 
SOCIETY : 


631 Rialto Building Harrison 6277 
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VISCOSITY 
is the index of 


lubricating value 


IQUID PETROLATUM SQUIBB is 
recognized as the most satisfactory of 
all intestinal lubricants, owing its supe- 

riority primarily toa high natural viscosity, not 
found in paraffin oils. This heavy Californian 
mineral oil is distinctly different in chemical 
composition from those usually marketed for 
intestinal use. 


The paraffin oils are relatively light and of low vis- 
cosity. Their lubricating value, low at all times, becomes 
particularly objectionable when the temperature is raised 
to that of the interior of the body. 

At the temperature of the bowels they become too 
thin to effectively function as intestinal lubricants. The 
objectionable leakage so frequently complained of is 
usually due to the low viscosity rather than excessive 
dosage. 

Attempts to increase the viscosity of paraffin oils 
by the addition of extraneous substances such as solid 
paraffin, have been made, but such sophistication has 
been unsuccessful. Sophisticated oils appear viscous, but 
at the temperature of the intestine, invariably lose their 
apparent viscosity. 

Liquid Petrolatum Squibb is a chemicallyepure and 
heavy naphthene of unusual high viscosity, obtainable 
at the present time only in California. 


When prescribing a mineral oil for internal 


use, specify LIQUID PETROLATUM 
SQUIBB Heavy (Californian). 


E-R: SQUIBB & SONS 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 











NEW YORK, 
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A Modern Laboratory shat 
Serves ‘Ae Home 
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With the assistance 
of the modern chemical 
laboratory it is possible 
for you to make your 
own serums and grow 
your own bacteriological 
cultures, although you'll 
admit, it would be a 
highly impractical pro- 
cedure. 


The housewife or the 
cook also could prepare 
self-rising flour if she de- 
sired. It means merely 
mixing in the right quan- 
tity of pure phosphate 
baking powder into the 
proper amount of care- 
fully milled soft wheat 
flour. What the bacte- 
riological laboratory does 
for the physician the 
chemical laboratory of 


the modern flour mill does 
for the housewife. Baking 
technicians measure and 
mix the ingredients for 
her in the exact propor- 
tions and make it possible 
for her to enjoy healthful 
bakings at much less ef- 
fort and expense than 
were the flour and the 
leavening agents mixed 
in her own home. 


We want the medical pro- 
fession to know exactly 
how self-rising flour is 
made, learn of its purity 
and_ healthfulness and 
note how it eliminates 
many of the causes of 
poor home bakings. A 
liberal sample for examin- 
ation and use will be sent 
you on request. 





SOFT WHEAT MILLERS’ ASSOCIATION, Inc. 
J. B. McLEmorg, Secy., Independent Life Bldg. 
NASHVILLE, TENN. 
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_ILETIN (INSULIN, LILLY) 


In the Treatment of Diabetes 


Purity, Stability and Constant Unitage 
Essential to Satisfactory Results 
No 


As a result of almost two years of research and exper- 
ience in the production of Iletin (Insulin, Lilly), we are 
able to guarantee the purity, stability and constant unit- 
age of the product. 


STABILITY AND PURITY—The initial difficulties associated with its produc- 
tion, which were very great, have been almost entirely overcome. Manufacturing 
operations are conducted on a large scale by processes which have been found 
through wide experience to give a uniformly pure product which exerts the 
desired physiological effect. Iletin (Insulin, Lilly) is free from toxic substances 
and test lots show no deterioration over a period of more than a year. 





UNIFORMITY—From a therapeutic standpoint it is of great importance that dif- 
ferent lots of Insulin be constant in unitage. The maintenance of this con- 
stancy in successive lots is one of the most difficult problems of the manufac- 
turer. Through the opportunities for studying this question afforded in the 
making of many large lots of Iletin (Insulin, Lilly) it has been possible to de- 
velop an elaborate system of standardization which enables us to guarantee 
the unitage within quite narrow limits. This affords the patient the protection 
against disturbances which may follow a change from one lot to another if the 
lots in question are not uniform. 


On account of its uniformity in purity and unitage, Iletin 
(Insulin, Lilly) has given good results in the past and 
may be relied upon to give uniformly satisfactory 
results in the future. 
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Supplied through the drug trade in 5 c.c. ampoule vials, U-10, U-20 and U-4o, containing 
50, 100 and 200 units respectively. Send for pamphlet. 


ELI LILLY AND COMPANY 


INDIANAPOLIS, INDIANA, U:S-A 
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Gilliland Biological Products 


Sold to the Physicians of Alabama at special prices under super- 
vision of the ALABAMA STATE BOARD OF HEALTH 


“DIPHTHERIA ANTITOXIN 


1,000 Unit Syringe Pkg............. $ .70 
5,000 Unit Syringe Pkg............. 1.70 
10,000 Unit Syringe Pkg............. 3.00 
20,000 Unit Syringe Pkg............. 5.40 
TETANUS ANTITOXIN 

1,500 Unit Syringe Pkg............. 1.60 
5,000 Unit Syringe Pkg............. 3.75 
10,000 Unit Syringe Pkg............. 6.25 


ANTIMENINGOCOCCIC SERUM 

1 Pkg. 1-15 cc. Vial with Gravity 
Injecting ‘Outht.................:.... 1.80 

1 Pkg. 2-15 ce. Vial with Gravity 
Injecting Outfit...................... 3.15 

ANTIPNEUMOCOCCIC SERUM 

1 Pkg. 50cc. Vial with Gravity 


injecting ASuthit.........:..:....-.. 3.75 
ANTISTREPTOCOCCIC SERUM 
1 Pke. 10ce. Syringe................:....- 1.88 
1 Pke: 20ce. Syringve....................-- 2.50 
1 Pkg. 20cc. Vial with Press re 

mmsectinge “Gutiit....................- 3.00 
1 Pkg. 50cc. Vial with Gravity 

Injecting Outfit..................2.. 4.88 
NORMAL HORSE SERUM 
1 Pke. 10ce. Syringe.................. 1.13 
i Pike. Wee; Ampuil..............:2 94 
i Fee. Zocc, Ampil..............-....- 1.50 
1 Pee. biec. Ampnl...................... 2.25 
1 Fice. 100cc. Ampul.........:......:.:: 3.75 


SMALL-POX VACCINE 
(Vaccine Virus) 


2 Vaccinations per Pkg............... .20 
5 Vaccinations per Pkg............... 40 
10 Vaccinations per Pkg............... .70 


TYPHOID VACCINE and 
TYPHOID-PARATYPHOID 
VACCINE 
1 complete immunization in 
eae eee ede $1.00 
1 complete immunization in 
vs fie |) ea ap ne 35 
10 complete immunizations in 
3) eC G2 Ra aa ee i 2.75 


BACTERIAL VACCINES 
Acne Vaccine 
Gonococcie Vaccine 
Influenza Vaccine 
Pertussis Vaccine 
Pneumococcic Vaccine 
Staphylococcic Vaccine 
Streptococcic Vaccine 


A SyNNRO Ene ee 3.00 
EE ei Lo ee ese 1.50 
cde 8 (Sc a eae oe 94 
COR ee a ae 1.50 
BORE. WAR) Wai e. oo eee ek 2.60 


SCHICK TEST 
Package sufficient for 25 tests... .75 
Package sufficient for 50 tests.. 1.13 


DIPHTHERIA TOXIN-ANTITOXIN 
MIXTURE (New Formula) 
1 complete immunization in 


eee .80 
1 complete immunization in 

BOO eh ss hee cries. 40 
10 complete immunizations in 

GU VAIN DIION 2 ccc re ites tee 2.40 


SILVER NITRATE SOLUTION 
1 Pkg. containing 6 Wax Cap- 


suies 1% Sonition...............:.- Pr if 
1 Pkg. containing 12 Wax Cap- 
sules 1% Solution.................. 45 


Gilliland Products produced under U. S. Government License No. 63 
Gilliland Products are used and approved by your State Board of Health 
List of Distributing Stations sent upon request 


THE GILLILAND LABORATORIES 


MARIETTA, PENNA. 
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The Kind of Service Rendered 
by the Victor Nation-Wide 
Field Organization 


“..a spirit of helpfulness that the 
radicgrapher appreciates.”’ --- Drs. 
Brooksher, Ft. Smith, Ark. 

“His work...was so perfect and 
satisfactory .... that we cannot help 
but express our appreciation.’’—St. 
Mary’s Hospital, Pueblo, Cvlorado. 
“He...rendered us a great deal of 
assistance and gave us just the in- 
formation we _ wanted.’’ — Gunby, 
Hoard, McElhannon, Wolf and Gun- 
by, Sherman, Texas. 

“We appreciate your men and their 
service.’’-—Dr. Henry A. Johnson, 
Tekamah, Nebraska. 

“The service included in our con- 
tract has been found to be most 
valuable.’’-—Kootenay Lake General 
Hospital, Nelson, B. C. 
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These illustrations show how one physician avails him- 
self of reliable Victor equipment. The Doctor has installed 
theVictor Stabilized Fluoroscopic and Radiographic Unit, 
a tube stand and the Potter-Bucky Diaphragm. An ex- 






ample of minimum initial investment for equip- 
ment that is truly efficient, 


A Principle 
Never Violated 


The principle that all Vic- 
tor apparatus must be as 

erfect as research and 
Usaitacs tests under the 
conditions of actual practice can make it, 
is never violated. 


In the simplest Victor equipment in- 
tended for the general practitioner as well 
as in the most elaborate hospital equipment, 
the most tangible evidence will be found 
of the great care taken to insure that the 
expected results will be obtained. 


Thus both general practitioners and 
specialists have the assurance that the 
Victor apparatus which they install will 
fulfill their expectations. 


VICTOR X-RAY CORPORATION, 236 South Robey St., Chicago, Illinois 
Sales Offices and Service Stations in All Principal Cities 





DANN 





I 6 TOR HUM 


So 


esc 














SOUTHERN MEDICAL JOURNAL June 1924 





The 
Laboratory of Surgical 


Technique 
OF CHICAGO 


POST-GRADUATE COURSES 
OFFERED: 


1. Two weeks’ course in Surgical 
Technique and Surgical Anatomy; 
combines Clinical Teaching with the 
Practical Work that has been given 
at the Laboratory for the past nine 
years. May be started on any day. 


2. One week review period, consist- 
ing of one-half of the regular course. 
May be started on any day. 


8. One or more periods of IN- 
STRUCTION and PRACTICE is 
available to Surgeons who wish to 
review certain operations. 


4. Courses in Surgical Anatomy. 
Time required and fees depend upon 
regions covered. 


5. Courses in Surgical Specialties. 
Local Anaesthesia, Genito-Urinary 
Surgery and Cystoscopy, Ear, Nose 
and Throat, Blood Transfusion, Sur- 
gery of Head, Neck and Spine, Emer- 
gency Surgery for General Practi- 
tioners, etc. 

Reservations should be made in 
advance as classes are limited. Only 
Graduates in Medicine accepted. 

PERSONAL INSTRUCTION, 
ACTUAL PRACTICE AND EXCEP- 
TIONAL EQUIPMENT. 


(Courses Are Continuous Through- 
out the Year) 


For further information address 


EMMET A. PRINTY, M.D. 
Director 
2040 Lincoln Ave. 
(Near Augustana Hospital) 





SAVE MONEY ON 


YOUR X-RAY svppus 


Get our price list and discounts on quantities befere you 

pur 

HUNDREDS OF DOCTORS FIND WE SAVE a FROM 

10% TO 25% ON X-RAY LABORATORY COSTs. 
AMONG THE MANY ARTICLES SOLD ARE: 

X-RAY PLATES. Three brands in stock for quick ship. 
ment. PARAGON Brand for finest work; UNIVERSAL 
Brand, where price is important. 

X-RAY FILMS. Duplitized or Dental—all standard sizes, 
— Ilford or X-ograph metal backed. Fast or slow 
emulsi 

BARIUM "SULPHATE. For stomach work. Finest grade, 
Low price. 

COOLIDGE X-RAY TUBES, 5 styles, 10 or 30 milliamp.. 
Radiator (small bulb), or broad, medium or fine focus, 
large bulb. Lead Glass Shields for Radiator type tubes, 

DEVELOPING TANKS. 4 or 6 compartment, stone tanks, 
These will end your dark room troubles. 5 sizes of Enam- 
eled Steel Tanks. 

DENTAL FILM MOUNTS. Black or gray cardboard with 
celluloid window or all celluloid type, one to eleven film 
openings. Special list and samples on request. Price in- 
cludes imprinting name and address. 

DEVELOPER CHEMICALS. Metol, Hydroquinone, Hypo, ete, 

INTENSIFYING SCREENS. Patterson TE, or celluloid 
backed screens. Reduce exposure to 4th or less. Double 
screens for film. All-metal cassettes. 

eo GLOVES AND APRONS. (New type glove, lower 
price 

FILING ENVELOPES with printed X-ray form. (For used 
plates.) Order direct or through your dealer. 

If You Have a Machine Get Your 

Name on our Mailing List. 


GEO. W. BRADY & CO. 
meth T ie Mrs 780 So. Western Ave. CHICAGO, Ill. 
Scalbers Branch, 736 Perdido St., New Orleans. 











B. B. CULTURE 


A pure culture of lactic acid bacilli 
which will appeal to you on account 
of its high viability, convenient form 
and equal adaptability to all uses 
where this treatment is indicated. 


B. B. CULTURE is readily availa- 
ble at prescription pharmacies 
throughout the South. If preferred, 
it can be supplied direct from the 


Laboratory. 


B. B. CULTURE LABORATORY, INC. 
Yonkers, N. Y. 
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-| CASTLE 


An admirable sterilizer 


for your own office 


THE new CASTLE 1316-A is to 
be admired because of its con- 
veniences as well as for its good 
looks. 
It brings you absolute steriliza- 
tion for instruments and water, and 
a handy table with cabinet. It 
also provides a hot water supply. 
16” instrument sterilizer; 3 gallon water 
sterilizer with safety 3-way faucet: auto- 


matic cut- of without fuse pins. Send for 
catalog ‘‘H’’ 








Complete line of Physicians’, Dental, Hospital and 
Bacteriological Sterilizers 


) WILMOT CASTLE COMPANY, : 5 
e 1182 University Avenue Rochester, N. Y. ‘Every — for a 





























IM sc eta 


Ideal 


Hay Fever 
Treatment 


The 15-dose series of 
Mulford Pollen Extracts 
in ever-ready Hypo-Units 





MULFORD HAY FEVER POLLEN EXTRACTS are the specific pollen proteins in refined 
form, accurately standardized in terms of protein units. 

The MULFORD HYPO-UNIT package is the last word in conven- 
ience, safety and accuracy. Each Hypo-Unit contains one accurately 
measured dose, and is sterile and completely assembled, ready for 
instant use. 


Free Cutaneous Tests and literature sent to physicians on request 


H. K. MULFORD COMPANY, PHILADELPHIA, U. S. A. an 
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THE PHYSIATRIC INSTITUTE 


MORRISTOWN, N. J. 


Devoted to the treatment and scientific investigation of metabolig disorders, especially diabetes, nephritis, 
ty. 


hypertension and obesi 
Diabetes 


The milder cases are still treated by diet without insulin.. An accurate balanced diet is still necessary in 
the severe cases which receive insulin. Wrong or careless diet methods will give many bad results, which 
should not be blamed upon insulin. Institutional care is often important for study of the cendition, breaking of 
wrong habits and instruction in diet. This Institute specializes in the individualized study and instruction of 


patients. Nephritis and High Blood Pressure 


The benefits of laboratory study and dietary control for nephritis are well recognized. The Institute is 
equipped for administering this standard treatment, The therapy of hypertension, whether pure or associated 
with nephritis, is generally regarded as unsatisfactory. The diet treatment used in this Institute is different from 
the ordinary, and is believed to be more successful. Though early or mild cases are naturally most promising for 
prophylaxis and for complete return to normal, it is possible in the majority of advanced cases to obtain 
marked and long-lasting benefits in the form of reduction of pressure and relief of symptoms. Physicians are 
invited to refer cases to the Institute for proof of this statement. 


Obesity 


The Institute offers treatment for any kind or degree of obesity. When the patient is willing to cooperate 
reasonably in diet, any desired reduction of weight can ordinarily be accomplished without danger and without 
serious privation. This statement applies also to the so-called endocrine types of obesity. 


THE PHYSIATRIC INSTITUTE 
FREDRICK M. ALLEN, Director 


June 1924 














“Formulas for Infant Feeding” (20th Edition) 


TE RATE I NR REE RF FACT OE oe SE) 


Mellin’s Food and Water Formula 


Mellin’s Food 4 level tablespoonfals 
Water (boiled, then cooled) 16 fluidounces 


The above mixture is offered as 
a temporary diet for infants of any 
age or weight where a small. 
amount of nourishment is desired 
to meet some particular require- 
ment or any condition where it 
seems advisable to discontinue the 
use of milk for a few days. 

The analysis of the mixture and 
nutritive value appear on the op- 
posite page, thus giving an oppor- 
tunity for physicians to more fully 
appreciate the many instances 
where nourishment of this sort 
may be applied to advantage. 

Conditions that respond particularly 
well to the administration of nourishment 
in this form are intestinal disturbances 
commonly known as diarrhea, which will 
be taken up in detail beginning on page 62. 
TheMellin’s Food and water mixture may 
also be used with much satisfaction in 
severe vomiting, and this will be men- 
tioned again further along in this book. 


AN EASEMENTS A 


STALE SB RION HPI 


AFIT TNE 
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Analysis of the Foregoing Mixture 


Weight in Grams of Food Elements in 
the ns Mixture 


2.82 Grams 
ee 21:66“ 
Salts 1.17 


Calories Contributed by Food Elements 
in the Foregoing Mixture 


Total Calories in mixture = 101 
Calories per fluidounce = 6,3 


There are eighty 
pages in this book, 
every one present: 
ing interesting and 
useful information 
relative to the 
subject of infants’ 
nutrition. 


A copy will be 
mailed to physi- 


cians upon request. 


Mellin’s Food Co. 
177 State Street 
Boston, Mass. 
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McGUIRE 
CLINIC 


ST. LUKE’S HOSPITAL 








Richmond, Va. 


Staff 


Stuart McGuire, M.D. General Surgery , M. viomemneed and Radium Therapy 
W. Lownpes PepLe, M.D.........Surgery and Gynecology » L. M.D .-Roentgenology 


R. C. FrRAVEL, M.D Surgery and Urology Roentgenology 
BEVERLEY F. ECKLES, M.D. We TR, OPIN, BBD vsnn once cence Ophthalmology, 


: "+ ahlentaoed and Rhinology 
W. T. Granam, M.D Orthopedic Surgery Joun B. WiLLiAMs, D.D.S Dental Surgery 


GaRNETT NELSON, M. 3 Internal Medicine Guy R. Harrison, D.D.S........ vessssseeveeee-Oral Surgery 
Hunter H. McGuire, MD Internal Medicine VIRGINIUS HARRISON, $ Obstetrics 


G. H. WINFREY, Business Manager 1000 West Grace Street 
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Mount Regis Sanatorium 
SALEM Twixt the Alleghany wits "Gots sae Mountains of Virginia VIRGINIA 


A modern, thoroughly equipped, private institution for the treatment of early and moderately advanced tuberculosis. 
Complete Laboratory Equipment, X-ray, Alpine Sun Lamp, Artificial Pneumothorax. Physicians in constant 

attendance. Training School for Nurses with affiliation with general hospital. 

EVERETT E. WATSON, M.D., Physician in Charge. E. W. PAGE, Business Manager. 

ALBERT E. HOLMES, M.D., Associate Physician. 

F. M. Nunnally, R. N., Supt. of Nurses. Descriptive booklet on request. 
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Southern Pediatric Seminar 
Next Session at Saluda, N. C., July 14th to 26th 


A Two Weeks’ Post Graduate Course in Latest Methods of 
Diagnosis, Prevention and Treatment of Diseases 
of Infants and Children 
Six Hours Lecture a Day With Time to Recreate in the “Play Ground of the 
South;” Beautiful Scenery, Golfing and Boating 
Practical Demonstration in the Methods of Feeding Well and Sick Babies 
Clinical Material Available; Fifteen Minutes “Round Table” Discussion 
After Each Lecture 


Forty Doctors from Seven Southern States registered in 1923. 
South Carolina, 9; North Carolina, 13; Alabama, 4; Georgia, 4; Florida, 4; Texas, 
2; Mississippi, 1; Tennessee, 1; Louisiana, 1; Maryland, 1. 





Dr. 


Dr. 


The following men from various parts of the South will give courses: 


W. A. Mulherin, A.M., M.D., F.A.C.P., Au- 
gusta, Ga., Professor of Clinical Pediatrics, 
University of Georgia. 

Frank Howard Richardson, M.D., Black 
Mountain, N. C., Regional Consultant in 
Pediatrics to New York State Department 
of Health. 


. D. Lesesne Smith, M.D., Saluda, N. C., Direc- 


tor Infants’ and Children’s Sanitarium, Sa- 
luda, N. C 


. C. V. Akin, U. S. Public Health Service (De- 


tailed by Surgeon-General). 


. Philip Barbour, A.M., M.D., F.A.C.P., Pro- 


fessor of Diseases of Children, University of 
Louisville. 


. Lewis W. Elias, M.D., Visiting Pediatrician 


to Merrimoth Hospital, Asheville, N. C 


. W. L. Funkhouser, M.D., F.A.C.P., Atlanta, 


Ga.,. Professor of Medicine (Pediatrics), 


Emory University. 


. E. A. Hines, M.D., Secretary of the South 


Carolina Medical Association, Seneca, S. 


. Francis B. Johnson, M.D., Charleston, S. C., 


Director Clinical Laboratory, Roper Hospital. 


. R. M. Pollitzer, M.D., Charleston, S. C., Pro- 


fessor of Pediatrics, Medical College of South 
Carolina. 


. Lawrence T. Royster, M.D., Charlottesville, 


Va., Professor of Pediatrics, Medical College 
of University of Virginia. 


. Ross Snyder, M.D., Birmingham, Ala., Pro- 


fessor of Pediatrics, Post-Graduate Depart- 
ment, University of Alabama. 


For further information apply 
D. LESESNE SMITH, Registrar 
Infants’ and Children’s Sanitarium, Saluda, N. C. 


W. A. Mulherin, Dean, 
Augusta, Ga. 


Dr. 


Dr. 


Dr. 
Dr. 
Dr. 
Dr. 


Dr. 
Dr. 


Dr. 


Dr. 


Dr. 


LaBruce Ward, M.D., Visiting Pediatrician 
to Bealimont Hospital, Asheville, N. C. 
Owen H. Wilson, M.D., Nashville, Tenn., 
Professor of Pediatrics, ‘Medical College of 
Vanderbilt University. 

Wm. Weston, M.D., Pediatrician to Columbia 
Hospital, Columbia, S. C. 

Robt. Wilson, Jr., M.D., Dean and Pro- 
fessor of Pediatrics, Medical College of South 
Carolina, Charleston, S. C. 

S. H. Welch, M.D., Birmingham, Ala. 

J. B. Greene, A.M., M.D., Asheville, N. C., 
Lecturer in Oto-Laryngology. 

Oliver W. Hill, M.D., Knoxville, Tenn. 
Allen Jervey, M.D., Tryon, N. C., Lecturer 
in Children’s Surgery. 

Edwin King, M.D., Asheville, N. 
Assistant Instructs in Orthopedics, 
vard Medical School. 

John D. MacRae, M.D., Asheville, N. C., 
Instructor in Radiography, U. S. Public 
Health Service Course, Asheville, N. C. 

O. L. Miller, M. D., F.A.C.S., Director Ortho- 
pedic Hospital, Gastonia, N. Cc. 


C., formerly 
Har- 


. Oren Moore, M.D., F.A.C.S., Charlotte, N. C., 


Lecturer in Prenatal care. 


. L. G. Beall, M.D., Director Beallmont Sana- 


torium, Black Mountain, nN. C. 


. Wm. C. Brownson, M.D., Asheville, N. C., 


Lecturer in Dermatology. 


. Charles B. Bray, D.D.S., Children Dentistry 


a Specialty, Special Lecturer in Dentistry, 
Birmingham, Ala. 


Frank Howard Richardson, Vice-Dean, 


Black Mountain, N. C. 
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STUART CIRCLE HOSPITAL, Richmond, Va. 








STAFF 


Stuart N. Michaux, M.D. Greer Baughman, M.D. Alex G. Brown, Jr., M.D. Clifton M. Miller, M.D. 
Charles R. Robins, M.D. Ben H. Gray, M.D. Manfred Call, M.D. R. H. Wright, M.D. 


With consulting offices for the staff, laboratories, surgical and obstetrical operating rooms, equipment for the 
treatment of medicai cases and a training school for nurses, the STUART CIRCLE HOSPITAL is a modern 


standardized hospital for private patients. 
CHARLOTTE PFEIFFER, R. N., Superintendent. 


General Surgery: Obstetrics : Internal Medicine: Ophthalmology, Oto-Laryngology : 








DR. FARMER'S 
SAWATORIUM || ens ou 


FOR THE TREATMENT tetic and insulin treatment of dia- 
OF TUBERCULOSIS betes will be offered to a limited 


number of physicians at the Barnes 
and St. Louis Children’s Hospital 
MODERATE RATES June 23-25, inclusive. These courses 


are made possible by a grant from 








Personal Attention of Mr. John D. Rockefeller, Jr. No fees 
DR. W. C. FARMER will be charged. 
Medical Director, — 
402 Gibbs Building, i 
San Antonio, Texas. Barnes Hospital 


600 S. Kingshighway, St. Louis, Mo. 


Apply to the Superintendent of 
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Curran Pope, M. D. : 


THE POPE: SANATORIUM 


LOUISVILLE, KY. 
A hospital devoted strictly to the scientific investigation, diagnosis and tredtment of 


DISEASES OF THE NERVOUS SYSTEM AND INTERNAL MEDICINE 


Is equipped for diagnosis by all known and approved methods. Modern clinical laboratories for 
the examination and study of the blood, blood serum, blood chemistry, the gastric juice, biliary secre- 
tion by gall bladder drainage, feces, sputum, urine, body metabolism, spinal fluid and X-ray. 

Complete physiotherapeutic outfit. Hydrotherapy, in all its forms; manual and mechanical massage; 
static, galvanic, faradic, sinusoidal, high frequency electricity and diathermy; high powered incan- 
descent, air and water cooled actinic lights; X-ray. Also all recognized dietetic, medicinal, seral, vac- 
cine, protein and other therapies. 

Sanitary plumbing, low pressure noiseless steam heat, electric light, electric fans, hot and cold 
running water in every room and all modern conveniences. Resident physician. Night nursing service. 

Offers superior advantages for the treatment of functional and organic nervous diseases, diseases of 
the heart, stomach, intestines and colon; non-surgical pelvic diseases, chronic cases and general in- 
validism. 

This hospital is conducted in a manner that will meet the approval of physicians having a clientele 
of the better class. It does not receive alcoholic, morphine, drug addictions, tubercular or contagious 
diseases. Is not registered and does not take insane cases or any case requiring restraint. 

Physicians are urged to feel free to write for any information, addressing the physician-in-chief. 
This hospital maintains its own truck farm, dairy and poultry yards. ‘ 


Booklet on request. 


THE POPE SANTAORIUM 











(Incorporated) 
115 West Chestnut Street Established 1890 Louisville, Ky. 
o 
The Thompson Sanatorium WATAUGA SANITARIUM 
For the treatment and education of tubercu- Ridgetop, Tenn. 
ne ge hy gy Fe iy ey 
tonlo. “Mild winters, cool breezy summers. Hos- Cottage sanitarium for the treat- 
‘0 es : 
Sen cabo. °W peautiful Sountaia ment of tuberculosis. 
scenery. Prices moderate. Trained nurses. Locati on i deal, elevation 1000 fest. 
SAM E. THOMPSON, M.D. Rates reasonable. 
Superintendent and Medical Director ; 
H. Y. SWAYZE, M.D. Illustrated booklet on application. 
Associate Medical Director f : 
KERRVILLE, TEXAS DR. W. S. RUDE, Medical Director 














POTTENGER SANATORIUM, Monrovia, California 


For Diseases of the Lungs and Throat 


F. M. Pottenger, A.M., M.D., LL.D., J. E. Pottenger, A.B.,M.D., Asst. Med. 
Med. Director. Director and Chief of Laboratory. 


Situated on the Southern slope of the Sierra Madre Mountains at an elevation of 1,000 feet. 
Winters delightful; summers cool and pleasant. Thoroughly equipped for the scientific 
treatment of tuberculosis. We have established, in connection with the Sanatorium, a clinic 
for the diagnosis and study of such non-tuberculous diseases as asthma, lung abscess and 
bronchiectasis. 


Address POTTENGER SANATORIUM, Monrovia, California, for Particulars. 
Los Angeles Office: 1045-7 Title Insurance Building, 5th and Spring Streets. 
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AMBLER HEIGHTS SANITARIUM 
ASHEVILLE, N. C. 


Conducted for Incipient T. B. Cases. 
Rated by the Asheville Board of Health—Equipment 100—Methods 
100—Score 100— 
The highest rate and score given any sanitarium in or about Asheville. 
Reservations are now being made for rooms in a new wing to be 
opened April 1st, 1924. 


For information address 
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DRS. AMBLER AND AMBLER, 
Box 1080. 
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THE HENDRICKS - LAWS | 
SANATORIUM 


El Paso, Texas 


MISS QUINN’S NURSING HOME 





FOR PATIENTS WHO REQUIRE Chas. M. Hendricks, James W. Laws, 
Medical Directors 
REST AND PRECISION IN DIET A modern and thoroughly equipped pri- 





vate institution for the treatment of all 
forms of tuberculosis, located at an ideal 


930 South 20th St. point, where atmospheric conditions ap- 
BIRMINGHAM. ALA proach perfection in the treatment of such 
’ : disorders. For full information, address 


G. R. Daniels, Business Manager. 
In connection with offices of Dr. James S. McLester. Altitude 4,000 feet. Percentage of Humidity .40. 
335 Sunny Days. Average Rainfall 9.12 inches. 
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THE CHESTON KING SANITARIUM, Inc. 


Fer Treatment 
DR. J. 
of 
CHESTON KING 
LIGHT MENTAL 
DISEASES and 


NERVOUS DISEASES 
AND GENERAL 
INVALIDISM 


DR. W. A. GARDNER 
Proprietors and 
Medical Directors 








At Stone Mountain, Ga., 16 Miles from Atlanta 


Address all communications to 204-205 Peachtree Bidg., Atlanta, Ga., or Stone Mountain, Ga. 
Phones City Office, Ivy 2737; 32 Stone Mountain, Ga. 


TO THE DOCTORS: 


After having owned and operated the Howell Park Sanitarium in Atlanta for several years I built 
the Cheston King Sanitarium on Peachtree Road, and during the crisis of the War the Government 
bought it from me. 

Now I have just completed a Sanitarium that the profession can feel proud of. 

Every room in this beautiful institution silently preaches the Gospel of Sunshine, impress you 
with the tender care of Home—and sways your thoughts with the beauties and wonders of nature. 
As you view Stone Mountain, the largest Granite Mountain in the World—not excepting the Rock of 
Gibraltar, you have gazed upon one of the Wonders of the World. We have endeavored to make this 
Sanitarium, from the standpoint of location, equipment, cuisine, refined nurses, second to no institu- 


tion in our country. ; 
For any further information address Dr. J. Cheston King, 204-5 Peachtree Bldg., Atlanta, Ga., or 
Dr. W. A. Gardner, care The Cheston King Sanitarium, Stone Mountain, Ga. 











Greensboro, 


Glenwood Park Sanitarium, yor to7r. 


SUCCEEDING TELFAIR SANITARIUM 





The Glenwood Park Sanitarium is ideally located in a quiet suburb of Greensboro, having all the 
advantages of the city, yet sufficiently isolated to enable our patients to enjoy restful quietude and 
entire freedom from the noise and distraction incident to city life. 

CLASS OF PATIENTS—Those who need help to overcome the bondage of habit. Rest from over- 
work, study or care. Diversions for the depressed and disquiet mind—and such as are suffering from 
any disease of the nervous system. The treatment consists of the gradual breaking up of injurious 
habits, and the restoration to normal conditions, by the use of regular and wholesome diet, pure air, 
et and exercise, with such other remedies as are calculated to assist nature in the work of 
restoration. 

Special attention is given to the use of electricity. Twenty years’ experience has proven it in- 
valuable in cases of nervous prostration, incipient paralysis, insomnia, the opium and whiskey habits, 
and those nervous affections due to uterine or ovarian disorders. 

For further particulars and terms, address W. C. ASHWORTH, M.D., Superintendent. 
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CITY VIEW SANITARIUM 


(Established 1907) 


For MENTAL and NERVOUS DISEASES and ADDICTIONS 


Moved to its new location July 1, 1922. 

An entirely new plant has been erected. 
Separate buildings for men and women, ideally arranged and equipped with every facility for the comfort, care and 
treatment of the class of patients received. Situated in the midst of a fifty acre tract, and surrounded by large grove 
and attractive lawns. Two resident physicians. Training school for nurses. 

References: The medical profession of Nashville. 
JOHN W. STEVENS, M. D., Physician-in-charge. 
R. F. D. No. 1 


NASHVILLE . 
On Murfreesboro Pike, one-half mile east of old locaticn. 


TENNESSEE 








Dr. Brawner’s Sanitarium 
ATLANTA, GEORGIA 


For the Treatment of Nervous and Mental Diseases, 
General Invalidism and Drug Addictions. Separate 
Department for the Custodial Care of Chronic Cases. 
The Sanitarium is located on the Marietta Car Line, 
10 miles from the center of the City, near a beautiful 
suburb, Smyrna, Ga. Grounds comprise 80 acres. 
Buildings are steam heated, electrically lighted, and 
many rooms have private baths. 


Rates 
Acute cases $35.00 to $55.00 per week. 
a cases for custodial care $20.00 to $35.00 per 
week. ; 
Reference: The Medical Profession of Atlanta. 


DR. JAS. N. BRAWNER, Medical Director 
DR. ALBERT F. BRAWNER, Res. Physician 
City Office 
702 Grant Bldg. ATLANTA, GA. 














ARLINGTON HEIGHTS SANITARIUM 


P. O. BOX 978, FORT WORTH, TEXAS 


For Nervous Diseases and. 
Selected Cases of Mental Dis- 
eases 
(Incorporated under laws of 

Texas) 
WILMER L. ALLISON, M. D. 

Resident Physician 

BRUCE ALLISON, M. 
Resident Physician 

R. H. NEEDHAM, M. D. 
Resident Physician 

JAS. D. BOZEMAN, M. D. 
Resident Physician 
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VON ORMY COTTAGE SANATORIUM Fo tb Tecstment of Tubercalai 
W. R. GASTON, Manager F. C. COOL, Assistant Manager R. G. McCORKLE, M.D., Medical Director 


Ideally located near San Antonio, Texas. An institution that offers the proper care of tuberculous patients at mod- 
erate rates. For Booklet and other information please address the Manager. 























Wallace-Somerville Sanitarium 


SUCCEEDING THE PETTEY & WALLACE SANITARIUM 


MEMPHIS, TENN. 
WALTER R. WALLACE, M.D. WILLIAM G. SOMERVILLE, M.D. 


FOR THE TREATMENT OF 


Drug Addiction, Alcoholism, Mental and Nervous Diseases 


Located in the Eastern suburbs of the city. Sixteen acres of beautiful grounds. 
All equipment for care of patients admitted. 
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CHESTNUT LODGE 


ROCKVILLE, MARYLAND 


Near Washington, D. C. Baltimore & Ohio Railroad and Electric Line from 
Washington 

This sanitarium under experienced management offers superior advantages for the 

treatment of patients suffering from Nervous and mild Mental Diseases, and for elderly 

persons needing skilled care and nursing; combining the equipment of a modern Psychopathie 

Hospital with the appointments of a refined home. The Hydrotherapy Department is com- 

plete in every detail, including the Nauheim Baths for Arteriosclerosis, Heart and Kidney 


aa uli DR. E. L. BULLARD, Physician-in-Charge_ 
DR. DEXTER M. BULLARD, Assistant Physician 











THE WINYAH SANATORIUM. 


OPERATED BY THE VON RUCK MEMORIAL SANATORIUM, Inc. : 
Established in 1888 by Dr. Karl von Ruck 
ASHEVILLE, N. C. 





Medical Staff: 





Dr. R. E. Flack, Dr. Edw. W. Schoenheit, Dr. Louis Dienes. 


A modern and completely 
equipped institution for the 
treatment of tuberculosis. High- 
class accommodations. Strictly 
scientific methods. For yarticu- 
lars and rates write to 


WM. A. SCHOENHEIT, 
Eusiness Manzcer. 
(Please Mention this Journal) 




















Homewood ONTARIG 


A private neuropsychiatric hospital with special 
facilities for the study of early cases to establish 

and determine prophylactic er treatment 
indications. 

Seventy-five acres of woods and lawns with ample 
en for out and indoor employments and diver- 
sions. 

Guelph, reputed as one of the healthiest cities of 
Canada, is conveniently accessible from Toronto, 
Montreal, Buffalo and Detroit. 

Address 

DR. C. B. FARRAR, 

Medical Superintendent 
Ontario 


Guelph Canada 























Florida Sanitarium and Hospital 
Orlando, Florida 


One of the forty like institutions conducted 
by Seventh-day Adventists. 
tific and efficient. Equipment modern. Lo- 
cation ideal—overlooking beautiful lake. 
Climate delightful, cool in summer, warm 
in winter. 

Tuberculous and contagious diseases 
barred. Battle Creek methods. Laboratory 
facilities efficient. X-Ray, actinic ray, elec- 
tricity in its various forms, hydrotherapy 
and massage. Rates moderate. For infor- 
mation and booklet write 

DR. L. L. ANDREWS, 


Medical Superintendent. 


Service scien- - 


om: «Se oe. 
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Westbrook Sanatorium, Richmond, Virginia 


THROUGH THE MEDICAL STAFF, 
DOCTORS JAS. K. HALL, P. V. ANDERSON AND E. M. GAYLE 


WISHES TO ANNOUNCE TO THE PROFESSION THE OPENING 
OF AN ADDITION TO THE INSTITUTION OF TWO BRICK BUILD- 
INGS—ONE FOR MEN AND ANOTHER FOR WOMEN. 


HE PLANT now consists of nine separate buildings situated in the midst of grounds which 
embrace eighty-five acres. The lawn is large and beautifully shaded; there are private 
~ _ Walks and drives, and the institution affords the quietness and serenity of the country 
within sight of the city. 
Rooms may be had single or ensuite, with or without private baths. Small cottages, suitable 
for one patient, are also available. 
Treatment is limited to Nervous Disorders, Mild Mental affections, and to Alcoholic and Drug 
Habituation. Nurses and attendants are trained for this special work and the Sanatorium fur- 
nishes every facility for the rational treatment of such patients. 


Life in the out-of-doors, combined with properly selected work for each patient, constitutes an 
important therapeutic measure. 


The three physicians live at the Sanatorium and devote their entire attention to the patients. 


BOOKLET UPON REQUEST 











DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addictions 
and Nervous Invalids Needing Rest and Recuperation. 


Established 1903. Strictly ethical. Location delightful summer and win- 
ter. Approved diagnostic and therapeutic methods. Modern clinical lab- 
oratory. Seven buildings, each with separate lawns, each featuring a 
small separate sanitarium, affording wholesome restfulness and recrea- 
tion, in doors and out doors, tactful nursing and homelike comforts. Bath 
rooms en suite, 100 rooms, large galleries, modern equipments, 15 acres, 
350 shade trees, cement walks, playgrounds. Surrounded by beautiful 
park, Government Post grounds and Country Club. 


T. L. Moody, M.D., Supt. and Res. Physician. 
J. A. McIntosh, Res. Physician. 
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LYNNHURST SANITARIUM 


FOR NERVOUS DISEASES AND MILD MENTAL DISORDERS 


Situated in the suburbs of Memphis in a natural park comprising 28 acres of beautiful woodland and orna- 
mental shrubbery. Modern and approved methods in construction and equipment. Sanitary plumbing, 
low-pressure steam heat, electric light, fire protection and an abundance of pure water. The elegance 
and comforts of a well appointed home. Rooms single or en suite with private bath. Facilities for 
giving Hydrotherapy, Electrotherapy, Massage, Physical Culture and Rest Treatment. Experienced nurses 
and house Physician. An improved treatment for Opium-Morphin Addiction. 

Ss. T. RUCKER, M. D., Director Medical Department. 


Memphis, Tenn. Bell Telephone Connections 








KENILWORTH SANITARIUM i 


and mental diseases. —— diagnostic and 











(Established 1905) 
KENILWORTH, ILLINOIS 


C. & N. W. Railway, 6 miles North of Chicago [% 


Built and equipped for the treatment of nervous |} 
te night nursing 





service maintained. Sound-proofed rooms with 
forced ventilation. Elegant appointments. Bath ff 
Tooms en suite, steam heating, electric elevator, }} 
electric lighting. 


SHERMAN BROWN, M. D. 


ete 
Sete 


Resident Medical Staff: 


MABLE HOILAND, M } 
SANGER GROWN, M. D. i 

Consultation by appointment only 
All correspondence should be addressed to 
Kenilworth Sanitarium, Kenilworth, Il. 


—— 
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HOLY CROSS SANATORIUM FOR TUBERCULOSIS 


DEMING, NEW MEXICO 


yo ge vig oo gaa equipped Sanatorium for the Scientific Treatment of all forms of Tuberculosis and Diseases 
of the Chest. 


Moderate climatic conditions and an altitude of 4330 feet make it ideal for the tuberculosis patient. 
Individual rooms (with or without private bath). Private sleeping porches of the most approved design. 
Garden, dairy and poultry yard in connection with the institution. 

Direction of Sisters and Physicians especially trained in the care of tuberculosis. 

Rates, $25 to $50 a week, include room, board, general nursing and medical care. Wards $14 to $20. 
For further information address % 
SISTER SUPERIOR or W. H. CRYER, M. D., Medical Director. 
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The Cincinnati Sanitarium 
Inc. 1873 

For Mental and Nervous Diseases. 
A strictly modern hospital fully 
equipped for the scientific treat- 
ment of nervous and mental affec- 
tions, Situation retired and acces- 
sible. For details write for descrip- 
tive pamphlet. 


F. W. Langdon, M.D., 
Robert Ingram, M.D., 


Visiting Consultants’ 
H. P. COLLINS, Business Manager 
Box No. 4, College Hill D. 2. See. 2. 
CINCINNATI, OHIO 


“REST COTTAGE?” College Hill, Cincinnati, Ohio 


For purely 
nervous cases, 
nutritional er- 
rors and con- 
valescents, 


> 
+ 


Rise” 


bs 











Completely 
equipped for hy- 
drotherapy, 
massages, etc. 


Cuisine to 
meet individual 
needs. 


F. W. Langdon, 


Robert Ingram, 


M.D. 
Visiting 
Consultants. 


D. A. Johnston, 
M.D., Medical 
Director. 


H. P. Collins, 
Bus. Mgr., Box 
No. 4, College 
Hill, Cincin- 
nati, Ohio. 



































Vol. XVII No. 6 SOUTHERN MEDICAL JOURNAL 


25 





Yarbrough’s Dietetic Sanatorium 
21 South Jackson St. 
MONTGOMERY, ALABAMA 











7 oc me ose SP 








CHRONIC DISEASES ONLY 
Chronic Dysentery Chronic Diarrhoea Nervous Indigestion Gastric Ulcer 
“Bright’s Disease” High Blood Pressure Chronic Rheumatism 
Hay Fever Sufferers Specially Desired 
Pellagrins in Separate Building. No Infectious Cases Accepted. 
Adequate Night Nursing Staff Maintained. Rate Reasonable. 
Highest Elevation in the City, Above Noise of Traffic. Two Blocks East of Capitol. 








APPALACHIAN HALL 


ASHEVILLE, N. C. 


For the Treatment of Nervous Diseases 


Located in a beautiful park of twenty-five acres, in one of the famous all- 
the-year-round health resorts of the world, where climate, air, water and scenery 
are unsurpassed. Five separate buildings, thoroughly modern, afford ample 
facilities for the classification and separation of patients. 


Treatment is limited to Nervous and Mental Diseases, Selected Cases of 
Alcoholic and Drug Habituation. 


Hydro-therapy, Electro-therapy, Occupational-therapy and Massage exten- 
sively used. The two physicians in charge reside in the Institution and devote 
their entire time to the care and treatment of the patients. __ 

For information and booklet write Drs. Griffin and Griffin. 





WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 
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X-RAY AND CLINICAL 
LABORATORIES 


Radium and Deep 
X-Ray Theraphy 
Dermatology 


DRS. 
MARCHBANKS & CROWELL 


527-535 Volunteer Bldg., 
CHATTANOOGA, TENNESSEE 


THE TORBETT SANATORIUM AND 
DIAGNOSTIC CLINICS 


With The Majestic 
Hotel and Bath 
House and The 

Bethesda Bath 





Three thoroughly modern institutions under the same 
roof. All recognized methods of physio-therapy, die- 
tetics, x-ray, and laboratory are utilized. A graduate 
experienced physician in charge of each department, 
aided by trained nurses and assistants. Water simi- 
lar in composition and properties to the famous 
Carlsbad. We also have a chartered Nurses’ Train- 
ing School emphasizing Physiotherapy. 
Staff. 
J. W. Torbett, B.S., M.D., Supt., Diagnosis and In- 
ternal Medicine. 
O. Torbett, Ph.G., M.D., Asst. Supt., Diagnosis and 
Internal Medicine. 
Edgar P. Hutchings, M.D., Eye, Ear, Nose and Throat. 
J. B. White, Ph.C., M.D., Urology and Syphilology. 
F. A. York, M.D., Roentgenology and Gastro-Enter- 


ology. 
Howard Smith, M.D., Physician and Surgeon. 
Emma Beck, M.D., Pathology. 
S. P. Rice, M.D., Obstetrics and General Practice. 
L. P. Robertson, D.D.S. 
H. H. Robertson, D.D.S. 
Miss Sara Kirvin, R.N., Supt. of Nurses. 
Miss Mary Valigura, Supt. Surgical Dept. and Physio- 
therapy. 
For further information write for folder to 


TORBETT SANATORIUM, MARLIN, TEXAS. 











Hospital For General Diagnosis 
and Nervous Diseases 


“NORWAYS” 


1820 E. 10th Street, Indianapolis, Ind. 


An institution devoted to the Research, Study and 
Diagnosis of all problems in Medicine and Surgery, 
especially of conditions involving the Nervous Sys- 
tem. All newer methods of Diagnosis, particularly 
the Chemistry of the blood, spinal fluid, secretions 
and excretions of the body are employed. The im- 
portance of body metabolism and its relation to 
diseased conditions is emphasized. 


The co-operation of physicians is invited. It is the 
policy of this Hospital to return patients to their 
home and family physician for treatment, at the 
earliest possible moment, after a diagnosis is made. 
Only at the request of the patient’s physician will 
any case be kept in the Hospital beyond the neces- 
sary period of observation. 


A complete staff of skilled specialists in co-opera- 
tion. 


For further particulars regarding rates, etc., write 


DR. ALBERT E. STERNE or 
DR. LARUE D. CARTER 


“Norway” Hospital for General Diagnosis 
and Nervous Diseases. 











BIRMINGHAM GENERAL HOSPITAL 


5th Avenue and 24th Street, Birmingham, Ala. 


Staff 


Dr. W. C. Gewin, Chief Surgeon 
Dr. L. J. Johns, Associate Surgeon 
Dr. W. L. Rosamond, Internal Medicine 
Dr. A. L. Gaston, Eye, Ear, Nose and Throat 
Dr. J. E. Garrison, Obstetrics and Diseases of Women 
Dr. W. B. Johnson, Diseases of Children 
Dr. R. G. McGahey, Anesthesia and Cardiac Diseases 
Dr. Jno. T. Kent, Urology 
Dr. W. A. Burns, X-Ray and Dermatology 
Dr. C. A. Greene, Dentist 
Prof. Jno. B. Mix, Pathologist 
A thoroughly modern and up-to-date hospital, newly 
furnished and equipped throughout. 
Radium for treatment of malignant and benign 
conditions. 
Training School for Nurses—Miss Maud Pick, Supt. 
Long distance telephone Main 3448 and Main 8449. 











af 





me! 
anc 
fee 
Rai 
full 








2400 Fifth Avenue, Birmingham, Alabama. = 
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THE SEALE HARRIS MEDICAL CLINIC 


For the Diagnosis and Treatment of Diseases of the Stomach, Intes- 
tines, Liver and Pancreas; Diabetes and Other Metabolic Disorders. 


A distinctive feature is the ef- 
fort to teach personal hygiene, 
particularly the diet, suited to 
the needs of each individual 
patient. 


DR. SEALE HARRIS, 
Director 


DR. J. P. CHAPMAN, 
Associate Director 


DR. W. S. GEDDES, 
Director Clinical Laboratories 





Dietetic Infirmary, Highland Ave. and Sycamore St. Offices and Laboratories 
Dietetic Infirmary Annex, Highland Ave. and 27th St. 804-810 Empire Bldg. 
BIRMINGHAM, ALABAMA. 








THE TUCKER SANATORIUM, Inc. 


Madison and Franklin Streets 
RICHMOND, VIRGINIA 


This is the Private Sanatorium for the Neurological Practice of Drs. Beverley 
R. Tucker and R. Finley Gayle 


The Tucker Sanatorium is for the treatment of nervous diseases. Insane and acute 
alcoholic cases are not taken. The Sanatorium is large and bright, surrounded by a lawn 
and shady walks and large verandas. It is situated in the best part of Richmond and is 
thoroughly and modernly equipped. There are departments for massage, medicinal exer- 
cises, hydrotherapy, occupation and electricity. The nurses are especially trained in the 
care of nervous cases. ; 
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SAINT ALBANS SANATORIOUOM 


RADFORD, VA. — 





MEDICAL STAFF: 
J. C. King, M.D. 
John J. Giesen, M.D. 


A modern, ethical Institution, fully 
equipped for the diagnosis, care and treat- 
ment of medical, neurological, mild mental 
and addiction cases. Ideal location, 2000 
feet above sea level.’ Rates reasonable. 
Railway facilities excellent. Write for 
full details. 
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WAUKESHA SPRINGS SANITARIUM 













For the Care and Treatment of 


NERVOUS DISEASES 


June 1924 


BYRON M. CAPLES, M.D., Supt. 


Waukesha, - - - Wisconsin 


Building Absolutely Fireproof 
























MARTIN 
CLINIC 


Dugan-Stuart Bldg. 
HOT SPRINGS, ARK. 


DR. E. A. PURDUM 


Chief of Staff 


DR. W. G. KLUGH 
DR. W. F. PORTER 
DR. P. Z. BROWNE 
DR. C. W. JENNINGS 


W. J. FORD 
Roentgenology 


C. W. ABEL 


Clinical Pathology 








Nashville 
Private Maternity Hospital 


For the care and protection of unfortunate young 
women. Adoption of babies arranged. Ethical supér- 
vision. 4 





1230 Second Avenue South 
NASHVILLE, TENN. 























OXFORD RETREAT 


OXFORD, OHIO 


Nervous and Mental Diseases 
Alcohol and Drug Addictions 
FOR MEN AND WOMEN 


96 Acre Lawn and Forest, Buildings Modern and 
First Class in all Appointments. Thoroughly 
Equipped. Of Easy Access—39 Miles 
from Cincinnati, on .-& D.R.R. 

10 Trains Daily. 


THE PINES 
An Annex for Nervous Women 
Write for Descriptive Circular 


HARVEY COOK, M.D., Physician-in-Chief 
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The Clinic 


MACON, GEORGIA. 


Dr. W. C. Pumpelly. Dr. D. T. Henderson. 
Dr. G. Y. Massenburg. Dr. Fred A. Sprague. 
Dr. Harry Moses. Dr. P. G. Gates. 


Complete diagnostic studies of medi- 
cal and surgical cases. 

Surgical and medical treatment. 
Pathological, Bacteriological and X- 
Ray Laboratories, and Radium. 


We invite the profession to avail them- 
selves of our facilities. 


Address 


THE CLINIC 
MACON, GEORGIA 


DR. HAIRSTON’S 
HOSPITAL 


Meridian, Miss. 


A standard hospital 
including radium and 
x-ray therapy. 


DR. S. H. HAIRSTON 


Surgeon in Charge. 

















RADIUM THERAPY 


in connection with 


NEWELL & NEWELL 


Sanitarium 


705-707 Walnut St., Chattanooga, Tenn. 


An ample supply of Radium for the treat- 
ment of all conditions in which Radium is 
indicated. 


SANITARIUM STAFF 


E. T. Newell, M.D. 
E. D. Newell, M.D. 
J. Marsh Frere, M.D. 
E. R. Campbell, M.D. 
J. J. Armstrong M.D. 
E. N. Haller, M.D. 








RADIUM AND X-RAY 
LABORATORY 


in Connection With 
DRS. GAMBLE BROS., 
MONTGOMERY & CO. 


Greenville, Miss. 


A thoroughly equipped X-Ray 
Laboratory and an ample supply of 
Radium for the treatment of all con- 
ditions in which Radium is indicated. 


Address all communications to 
DR. ROBT. C. FINLAY, Director, 


Greenville, Miss. 











SOUTHERN MEDICAL JOURNAL June 1924 





SAINT LOUIS CLINICS 


This organization makes available to visiting physicians the vast clin- 
ical opportunities of St. Louis. All the specialties of medicine are repre- 
sented. A bulletin is issued daily, listing all important clinics. It is fur- 
nished free of charge to visiting physicians. Special courses are arranged 
from time to time. For further information address, 


SAINT LOUIS CLINICS 3525 Pine Street, St. Louis, Mo. 














The Southern Radium Clinic, Inc. 


CUSACH BUILDING 


NEW ORLEANS, LOUISIANA 
STAFF 





DR. ROBERT BERNHARD DR. HENRY LEIDENHEIMER 
DR. F. TEMPLE BROWN DR. THOMAS B. SELLERS 
DR. P. J. CARTER DR. PAUL T. TALBOT 
DR. ANSEL M. CAINE DR. W. A. REED 
DR. A. CAIRE DR. RALPH HOPKINS 
DR. J. P. O7KELLEY 


DR. F. R. GOMILL 
Dr. D. C. McBride, Radio-Therapist 


A 
DR. ARTHUR L. WHITMIRE 
ADDRESS COMMUNICATIONS TO 








ALBUQUERQUE SANATORIUM 


Located in the heart of the great Southwest, the Land of Sunshine. Average annual rain- 
fall 7 inches. Altitude moderate. Albuquerque is the largest city in New Mexico and is 
served by the main line of the Santa Fe. 

The open-air hygienic treatment of Tuberculosis is supplemented by artificial Pneumo- 
thorax and X-Ray Therapy under the direction of a staff of 5 physicians specially trained 
in Internal Medicine. Special facilities for Sun Baths. 

Private sleeping-porches, baths, bungalows and modern fire-proof buildings. 


On request information will be given concerning accommodations available. 


W. A. GEKLER, M.{D., Medical Director 
A. L. Hart, M. D. H. P. Rankin, M. D. B. J. Weigel, M: D. 











WASHINGTON RADIUM AND X-RAY LABORATORY 


1610 20TH STREET NORTHWEST 


WASHINGTON, D. C. 
Phone North 6687-3457 


C. AUGUSTUS SIMPSON, M.D. CLAUDE C. CAYLOR, M.D. 
DERMATOLOGY FLUOROSCOPY 
RADIUM AND X-RAY RADIOGRAPHY AND 

THERAPY DEEP X-RAY THERAPY 


Radium in sufficient quantity to treat any form of malignancy at our disposal. Massive X-ray Therapy. 
Fulguration. Kromayer and Alpine lamps in skin lesions. Basa] metabolism in thyroid lesions. 





























Vol. XVII No. 6 





UNIVERSITY OF LOUISVILLE 


SCHOOL OF MEDICINE 


Eighty-seventh Annual Session will 
begin September 8, 1924. Entrance re- 
quirements those of standard Class A 
schools. Six or seven year combination 
courses recommended, both given in con- 
junction with the College of Arts and 
Sciences, University of Louisville. 


The four hundred bed, new, charity 
City Hospital is affiliated with the 
School of Medicine. There more than half 
the teaching is done. Modern laborato- 
ries maintained by the University. Paid 
teachers form the nucleus of the staff 
for twelve months of the year. 


New edition of the current catalog 
gives full information. Early application 
urged, as classes are limited to seventy- 
five, sixty-four, sixty and sixty. For 
further information, address the Dean, 


101 W. Chestnut Street, 
Louisville, Ky. 
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St. Elizabeth’s Hospital 
RICHMOND, VA. 


Staff 


J. Shelton Horsley, M.D., 

Surgery and Gynecology 
J. S. Horsley, Jr., M.D., 

Surgery and Gynecology 
Wm. H. Higgins, M.D., Internal Medicine 
O. O. Ashworth, M.D., Internal Medicine 
Austin I. Dodson, M.D., Urology 
Fred M. Hodges, M.D., Roentgenology 
Helen Lorraine, Medical Illustration 
Thos. W. Wood, D.D.S., Dental Surgery 

Administration 

N. E. Pate...000...................General Manager 


SCHOOL FOR NURSES 


Applications are now being received 
for the spring class. All applicants 
must be graduates of a high school or 
must have equivalent education. 


Address 


ROSE ZIMMERN VAN VORT, R. N., 
Superintendent of Hospital and 
Principal of Training School. 











POST GRADUATE HOSPITAL 
and 
MEDICAL SCHOOL 


has given Special Post Graduate 
Training to 


PHYSICIANS and SURGEONS 
for over THIRTY YEARS 


GENERAL COURSE 


for the 


GENERAL PRACTITIONER 
with 
INTENSIVE SPECIAL COURSES 


AS FOLLOWS: 


Physical Diagnosis 

Children’s Diseases 
Gynecological Pathology 
Gynecological Diagnosis 

Eye, Ear, Nose and Throat 
Cystoscopy and Endoscopy 
Dermatology and Syphilology 
Stomach and Rectal Diseases 
Externe Surgical Assistantship 
Resident Surgical Assistantship 
Operative Surgery on Cadaver and Dog 


GRADED COURSES IN EYE, EAR, 
NOSE AND THROAT 


Laboratory and X-Ray Training for 
Physicians and Technicians 


For Further Information Address 


POST a HOSPITAL 
an 


MEDICAL SCHOOL 


2400 South Dearborn St. Chicago, Illinois. 
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The Jefferson Medical College of 
Philadelphia 


ONE HUNDREDTH ANNUAL SESSION BEGINS 
SEPTEMBER 23, 1924, AND ENDS JUNE 5, 1925 


FOUNDED 1825. A Chartered University since 1838. 
One of the oldest and most successful medical 
schools in America. Graduates number 14,338, 
and about 6,000 of whom are active in medical 
work in every State, and many foreign countries. 

FACILITIES: Well equipped laboratories; separate 
Anatomical Institute; teaching museums; free 
libraries; unusual and superior clinical oppor- 
tunities in the Jefferson Hospital, Jefferson Ma- 
ternity, and Department for Diseases of the 
Chest. 

A sixteen-story addition to the Jefferson Hos- 
pital costing more than two million dollars to 
build and equip, containing the New Clinical 
Amphitheatre, the Maternity Department and the 
new Clinical Laboratories will be completed and 
ready for occupancy prior to the opening of the 
session. 

These buildings are all owned and controlled by 
the College. Instruction privileges in six other 
Hospitals. 

FACULTY: Eminent medical men of national repu- 
tation and unusual teaching ability. 

ADMISSION: Not less ‘han two College years lead- 
ing to a degree in science or art, including speci- 
fied science and language courses. Preference 
is given to those who have completed additional 
work. 

APPLICATIONS should be made early. 

ABUNDANT OPPORTUNITIES for graduates to 
enter hospital service and other medical fields. 


Ross V. Patterson, M.D , Dean 


University of Virginia 
DEPARTMENT OF MEDICINE 
Charlottesville, Va. 


O) 


Next Session opens Thursday, 
September 18, 1924 


© 


For Catalog and other information, address 
Department of Medicine, 


University, Va. 











Medical College of Virginia 


UNIVERSITY COLLEGE OF MEDICINE 
MEDICAL COLLEGE OF VIRGINIA 
(Consolidated) 


Medicine-Dentistry-Pharmacy 
STUART McGUIRE, M.D., Dean 
New college building, completely equipped and 
modern laboratories. Extensive Dispensary service; 
Hospital facilities furnish 400 clinical beds; indi- 


vidual instruction; experienced faculty; practical 
curriculum. For catalogue or information address 


J. P. McCAULEY, Secretary 
1140 E. Clay Street Richmond, Virginia 








ROOKWOOD MATERNITY HOME 


A PRIVATE SANITARIUM WITH HOME INFLU- 
ENCES FOR THE CARE AND PROTECTION 
OF UNFORTUNATE YOUNG WOMEN 


Patients accepted any time during gestation. Refer- 
ences cheerfully given to prospective patrons. Quiet 
and secluded. Adoption of babies when arranged. 
Rates to suit the individual. Graduate registered 
nurses in charge. Write for particulars. 


Patronage of All Ethical Physicians Solicited 
Address 
SUPT. ROOKWOOD MATERNITY SANITARIUM 
2010 Clifton Road 


Phene Hemlock 5153-X1 Nashville, Tenn. 








UNIVERSITY OF MARYLAND, SCHOOL OF MEDICINE 
COLLEGE OF PHYSICIANS AND SURGEONS 


Requirements for Admission—Two years of college work, including English, Chemistry, 
Biology and Physics, in addition to an approved four year high school course. 

Facilities for Teaching—Abundant laboratory space and equipment. Two large general hos- 
pitals absolutely controlled by the faculty and several hospitals devoted to specialties, in which 


clinical teaching is done. 


The next regular session will open October 1, 1924. 


For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Sts. 
Baltimore, Md. 
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Che New York Post-Graduate 
Medical School and Hospital 


INTERNAL MEDICINE—One to Three Months 
PEDIATRICS—One to Six Months 
GENERAL COURSE—As long or As Short as You Like 


For Information, Address 
THE DEAN, 306 East Twentieth Street, New York City 








HERMAN KNAPP MEMORIAL EYE HOSPITAL 
SCHOOL OF OPHTHALMOLOGY 
A six months course is open to qualified medical 
practitioners. The first three months are devoted to 
all-day instruction in the following subjects: 
1. Daily Clinics in Dis- 6. External Diseases of 
pensary. the Eye r 
2. Refraction a Physiological Optics 
5 8. Operative Surgery 
8. Ophthalmological 9. Pathology 
Quiz 10. Ophthalmological 
4, Muscular Anomalies Neurology 
5. Ophthalmoscopy 11. Diagnosis 
During the second three months practical instruc- 
tion is given in the Hospital and Clinic. A new 
course starts October, January, April and July. A 
vacancy occurs on the House Staff July 1, 1924. 
DR. GERALD H. GROUT, Secretary 
500 West 57th St., New York City, N. Y. 


The New York Skin and Cancer Hospital 
SPECIAL POST GRADUATE iNSTRUCTION 


For Graduates in Medicine 
Will be given as follows: 


1—Hospital and Dispensary instruction, diagnosis 
and treatment of diseases of the skin. 

2—Instruction in syphilis—diagnosis, laboratory 
work and treatment. 

8—Instruction in X-Ray Therapy. 

4—Laboratory instruction in the pathology of 
skin diseases and new growths, including 
clinical methods for the demonstration of 
the commoner ———_-. 

5—Hospital and dispensary instruction in the 
surgical treatment of cancer. 


Apply to Superintendent } 
301 E. Nineteenth Street, NEW YORK CITY 

















Courses for Physicians 


2 — 
Runiue r. nity Regular Graduate Medical Courses of One to Three Years’ Duration, Leading to Appropriate 
Certificates or Graduate Medical Degrees in the following separately organized and conducted 


of Clinical and Medical Science Departments: 

Ps Internal Medicine, Pediatrics, Neuropsychiatry, Dermatology-Syphilology, *Radiology, Surgery, 
Penns lvania Gynecology-Obstetrics, Orthopedics, Urology, Ophthalmology, Otolaryngology, *Biochemistry, 

*Anatomy, *Physiology, *Pathology, *Bacteriology-Immunology, *Pharmacology. 
ae In every course the registration quota is limited. All of the stated Regular Courses begin an- 
nually in October except in the cases ‘of departments designated by the asterisks, wherein the 

The Medico-Chirurgical 
Callege 
Graduate School 


cording to the department concerned. 

Certain Special Courses (special subdepartmental subjects) are also available, as follows: 
Tuberculosis, Clinical and Sociologic; Cardiology; Gastroenterology; Protein Sensitization; Par- 
asitology and Tropical Medicine; Infant Feeding; Incubation; Clinical Psychiatry; Clinical 
Dermatology; Neuroanatomy and Neuropathology; Neurootology; Operative Surgery and Surgical 
Anatomy; Orthopedic Diagnosis; Operative Orthopedics; Ophthalmic Operations; Ocular Perim- 
etry; Ocular Musculature; Ocular Refraction; Laryngoscopy, Bronchoscopy and Esophagoscopy; 
Otolaryngologic (cadaver) Operations. 











courses begin whenever vacancy occurs in the quota. A ‘‘year’’ is eight or more months, ac- 
Address: Dean, Graduate School of Medicine, University of Pennsylvania, Philadelphia 
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CLEAN OUT THE PUS 
and apply 


MERCUROCHROME-220 SOLUBLE 


(2% solution) 


on the next infected wound that comes to your attention. Give Mercurochrome as clean an 
area as possible to work on, so that the penetrating powers of this antiseptic will not be 
interfered with and so that the stain may have every opportunity to fix the germicide in 
the field to be sterilized. If the wound is kept free of pus and the applications of Mer- 
curochrome repeated when necessary, you will undoubtedly be impressed with the rapidity 
of the healing of the wound. The effectiveness of Mercurochrome on infected wounds 
has been thoroughly demonstrated and its superiority to other antiseptics for this pur- 
pose has been claimed by many. It is particularly recommended to replace tincture of 
iodine as a general antiseptic, as it possesses the advantageous features of iodine, but it 
does not burn, irritate or injure tissue as iodine does. Its use as a first-aid prophylactic 
on all cuts, scratches and abrasions is also well established. 


The stain furnishes a relatively permanent de- 
posit of a potent germicidal agent, provides for 
demonstrable penetration, and because of its 
visibility, prevents a superficial or ineffective 
application to any body surface. 








Write for Literature 


HYNSON, WESTCOTT & DUNNING 


Baltimore 




















Peptone Solution 


(Armour) 
5% Isotonic—Sterile 
1 c. c. and 2 ¢. c. ampoules 12 in a box 












































For hypodermatic use in the treatment of 
Migraine, Asthma, Hay Fever, skin affec- 
tions associated with asthma and cyclic 
gastro intestinal attacks, also for overcom- 
ing a sensitiveness to vaccines. 














This solution is prepared from a spe- 
cial Peptone, consisting chiefly of pri- 
mary and secondary proteoses. It is 






























































non-irritating and free from histamin 
and other toxic substances. 
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MEDICINE 


INTERNAL DISEASES, PEDIATRICS, NEUROLOGY, 
DIAGNOSTIC METHODS, ETC. 


SOME POINTS IN THE CARE AND 
FEEDING OF THE NEW 
BORN INFANT* 


By CLIFFORD G. GRULEE, M.D., 
Chicago, Il. 


During the last quarter of a century 
there has been a widely distributed move- 
ment on the part of various nations to 
conserve the lives of their children. In 
certain diseases and at certain ages this 
effort has been eminently successful. For 
instance, the death rate from gastro-in- 
testinal disturbances in the United States 
is little more than one-third what it was 
at the beginning of the Century. If we 
look further we find that there has been a 
reduction in the death rate from almost 
all causes except accidental. We must, 
however, pause to make a reservation 
here. The death rate in the first month 
of life has not been lowered. It is high 
time, therefore, that this period were the 
subject of intensive study on the part of 
the medical profession. One reason why 
this period has not received more atten- 
tion is that the new born infant has up to 
the present time been almost altogether in 
the hands of the obstetrician. The obste- 
trician is essentially surgically trained 
and consequently has not been able to at- 
tack the problems of the new born with 
the same degree of thoroughness since 
_ *Read in the Symposium of the New Born, Southern Med- 


Association, Seventeenth Annual Meeting, Washington, 
D. C., Nov. 12-15, 1923. 


these problems are almost altogether med- 
ical ones. If we stop to consider the dif- 
ficulties which are to be encountered we 
find that they may be divided into several 
different classes. There are those condi- 
tions which are intra-uterine in origin, 
such, for instance, as congenital syphilis 
and congenital debility. These we can 
only expect to combat by better prenatal 
care. Then, there are the conditions 
which result from pathological labors and 
these can be combated only by better ob- 
stetrics. There are the various diseases 
of the new born which are very indefinite 
in. nature and very little studied. 

There is, howevér, another field which 
has received more attention than these, 
perhaps, but about which the general pro- 
fession is not sufficiently well informed. 
Very few men realize how important the 
feeding of the new born infant is. It is 
true that comparatively few infants in 
the first few weeks of life die from gastro- 
intestinal disorders, but it is also true that 
many of the gastro-intestinal disturbances 
of later weeks may be laid to ill advised 
care of the infant in the first two weeks of 
life. Certainly for breast nursing these 
two weeks may be considered as crucial. 
The problems encountered are usually not 
difficult to solve and require only a little 
care and common sense. No very deep 
knowledge of nutrition is necessary, 
though this is not without value. The va- 
rious situations that develop in the serv- 
ices in our hospitals make it imperative 
that the study of these diseases and condi- 
tions shall be in the hands of the pedia- 
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trician, and it is to him that we must look 
for advice along this line in the future. 

The baby should be put to the breast 
the first time as a rule in twelve to twenty- 
four hours after birth. The amount which 
the child gets during the first few nurs- 
ings is usually minimum, but the stimula- 
tion of the breast by the nursing of the 
baby is of paramount importance for the 
institution of the flow of milk. Most men 
follow this advice and it is only in the 
next step that nearly all fail. Instead of 
using an accurate method to determine 
how much food the child obtains from the 
breast, they guess at the quantity and of- 
tentimes allow the child to go hungry over 
many days. It is here that I want to put 
in a plea for the general employment of 
scales for determining the quantity of 
milk obtained in these first few days of 
life. There is nothing so important at 
this tme as the weighing before and 
after nursing to determine the quantity 
which the child gets from the breast. This 
becomes a great burden if the child be 
nursed as often as every two hours, but 
it offers very little difficulty if the child 
is put on the four-hour periods. There is 
no excuse for not doing this. For those 
_In moderate circumstances the price of a 
good scale is not prohibitive and it would 
be an easy matter for a physician to have 
at his disposal one or two scales which 
could be rented out to his poorer patients. 
This might be a source of income to him 
and is an almost indispensable thing for 
his patients. 

Once we have determined the quantity 
that the child gets from the breast, it is 
an easy matter to decide whether or not 
the food should be increased or other 
measures used to meet the situation. For 
instance, it is ordinarily supposed that a 
baby who sleeps all the time sleeps be- 
cause it is content. In the new born this 
is far from being the case. Sleep may be 
said to be the natural state and one which 
is not materially affected by hunger. 
Therefore, because a new born baby 
sleeps is by no means evidence that it is 
not in need of more food. 

Again, at this age it is not infrequent 
to find children who cry a great deal. Usu- 
ally this is ascribed to colic and various 
remed’‘es are applied to meet the situation. 
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In the neuropathic infants crying may be 
purely and simply the result of hunger, 
and the addition of a small. quantity of 
artificial food may be sufficient to meet the 
needs of the situation. Let us take, again, 
the case of the lethargic infant. We find 
on weighing it that it obtains a very min- 


imum amount of food from the breast. If ° 


at this time it is complemented with small 
quantities of artificial food we frequently 
find that this stimulates it to make 
stronger efforts at the breast and as a 
consequence increase the supply of its nat- 
ural food. 

How are we to acquire evidence to meet 
these various situations unless we know 
the quantity of food which the child ob- 
tains from the breast? We must con- 
clude that of prime importance in the feed- 
ing of the new born infant is a determina- 
tion of the quantity of food which it ob- 
tains from its mother. 

If, as so frequently happens, this is not 
sufficient, what measures shall we take to 
meet the situation? Heretofore these 
measures have been directed almost alto- 
gether towards increasing the supply of 
milk. It seems to me that this is a wrong 
beginning. The supply of milk will in- 
crease naturally in most instances if the 
child nurses properly. Where there are 
no deformities, such as harelip and cleft 
palate, to offer great difficulty in this re- 
spect, the chief trouble encountered is 
with the child itself. The difficulty lies 
in the fact that the new born infant likes 
its sleep better than it likes its food. The 
effort, therefore, should be directed toward 
keeping the child at work while it is placed 
at the breast. Rather strenuous measures 
are frequently necessary to attain this 
end, but every effort should be made to 
see that the baby does its part. If by re- 
peated efforts we are unable to get the 
desired result, then we must resort to 
other means. This infant may be so weak- 
ened by lack of food that after a few ef- 
forts at the breast it ceases because of ex- 
haustion. It is in these instances that 
complemental feeding is of great value. 
It may even at times be wise to give a 
child one or two artificial feedings with 
the tube in order to raise its strength suf- 
ficiently so that it will take to the breast 
properly. After the child has been re 
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moved from the breast the breast should 
be pumped and the breast milk saved to be 
given after the next nursing. Once or 
twice a day Bier’s hyperemia may be em- 
ployed. 

If all these measures have been used 
and sufficient breast milk is still not avail- 
able to meet the needs of the infant, it is 
then time to think of complemental feed- 
ing. In the average case this should be 
regarded as a temporary measure. Its 
employment over a few days is often suf- 
ficient to establish the breast flow so that 
the child will be entirely on its natural 
food. It is not necessary that one employ 
complicated formulae to meet this need. 
It has been my custom in young babies to 
use a mixture consisting of half milk and 
half water with a teaspoonful of a dex- 
trine maltose mixture to each three 
ounces. Usually it is sufficient to comple- 
ment these children up to three ounces at 
a feeding. Oftentimes, especially in the 
first few days of life, much of this is re- 
fused, but one can obtain a very good 
knowledge of the amount of food which 
the child receives by keeping a record of 
the quantity of breast milk taken and of 
artificial food given. In those cases where 
the child has a tendency to gas formation 
it will be found that a better food for com- 
plementing is albumin milk. This should 
never be given without the addition of 
carbohydrates. 

One is often so interested in the food 
which the child receives and the way 
which it takes it that other factors which 
may enter into its welfare are neglected. 
Any one who has had anything to do with 
premature infants recognizes the fact that 
subnormal temperatures are not condu- 
cive to gain in weight. . In other words, 
as long as the body heat is not maintained 
there is no gain in the child’s nutrition. 
At times, we have even full term new 
borns who are unable to maintain the body 
temperature at normal. The result here 
is the same as with the premature. There 
is a failure to gain in weight unless the 
temperature is increased by external 
means. With new born as with older chil- 
dren, careful attention must be paid to 
care of the body and the air which the 
child breathes. Not only is it well to have 
the air of the room at a moderate temper- 
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ature, but there should also be the proper 
degree of moisture, which is so often lack- 
ing in our modern homes. 

I should like to call your attention to the 
necessity for careful observation in these 
patients with special reference to the de- 
velopment of colic. If the new born infant 
develops colic it is a relatively easy matter 
to overcome. If, on the other hand, this 
crying from intestinal irritation and pain 
goes on it may be extremely hard to treat. 
True colic is due to some irritation of the 
intestinal canal caused by the formation 
of some substance, probably a derivative 
of fats or carbohydrates, and therefore a 
volatile fatty acid, which in turn comes 
from either excessive amounts of food or 
a surplus of some one element of the food. 
It seems likely that in this instance the 
element at fault is the fat. Now, if we 
analyze the situation we find that the 
greatest percentage of fat comes at the 
end of the nursing period and that while 
reduction of the time at the breast from 
twenty to fifteen minutes does not mate- 
rially decrease the total quantity of food 
obtained, it does decrease appreciably the 
fat. Oftentimes, therefore, where a child 
is beginning to show distress a simple re- 
duction of the length of time that the 
child is kept at the breast will be sufficient 
to overcome the difficulty. In many in- 
stances I have found it difficult to deter- 
mine whether a child was crying from 
colic or from hunger. We all know that 
there are some children who develop colic 
at the breast, although the quantity of 
breast milk may be rather low. One is 
perfectly safe, however, when this crying 
comes from either colic or hunger, in sup- 
plementing the feeding with small quanti- 
ties of casein. This should be given just 
before nursing in the amount of one-half 
to one dram in water.’ Usually one will 
find that if this measure is adopted crying 
will cease or at least be much less severe. 
If the crying be due to intestinal irritation 
the casein probably acts by reducing fer- 
mentation within the bowel. For the same 
purpose one may give cultures of lactic 
acid bacillus. 

My endeavor in reading this paper has 
been to call to your attention certain sa- 
lient and evident facts which are funda- 
mental to the welfare of the new born in- 
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fant. There has been no attempt to treat 
the subject in an exhaustive way. If we 
are to make progress in our knowledge of 
the new born it must be by turning over 
the new born infants in hospital practice 
to the care of the pediatrician. He alone 
has the viewpoint and outlook which are 
necessary for a proper realization of the 
conditions. For the general practitioner 
who wishes to give efficient service in the 
care of these infants, a scale is absolutely 
necessary. With this he has accurate data 
upon which to base his advice. He is able 
to show a mother that the child is being 
adequately fed and he has support for a 
contention that something else must be 
wrong with the care of the infant than the 
food which it obtains. We should always 
remember that no baby is too young to be 
spoiled and that many of our troubles come 
from undue attention or misdirected ef- 
forts on the part of the attendants of our 
little charges. 


104 South Michigan Ave. 





Discussion follows paper of Dr. Foote, page 389. 





BETTER NEWLY-BORN 
PEDIATRICS* 


By JENNINGS C. LITZENBERG, 
B.S., M.D., F.A.C.S., 
Professor of Obstetrics and Gynecology, 
University of Minnesota, 


Minneapolis, Minn. 


We have heard much of infant welfare 
during the last decade, and the saving of 
child life has inspired the whole country. 
Prenatal care and child welfare have been 
written into the laws of the Nation, but 
that most fruitful season for the Grim 
Reaper, the first month and especially the 
first week of life, is still taking its un- 
wonted toll because we are not improving 
the practice of “Newly-Born Pediatrics” 
(if you will permit me to coin a term) as 
we could by putting the infant at birth 
into the hands of those best fitted to care 
for it, the pediatrists. 





*Read in the Symposium of the New Born, Southern Med- 
ical Association, Seventeenth Annual Meeting, Washington, 
D. C., Nov. 12-15, 1923. 
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As DeBuys says: 


“Of all the periods of life, that of the newly- 
born is probably the one which receives the least 
scientific attention, although it is the one scien- 
tifically most fruitful, because the obstetrician, 
who may be adept in the care of the mother, has 
not devoted sufficient time, energy and study to 
the care of the newly-born.” 

Since 1913 the newly-born infant in the 
University of Minnesota Hospital has 
been turned over to the pediatrist as soon 
as the cord is tied, so we are not promul- 
gating a theory but speak with knowledge 
born of experience. We say this because 
in some quarters where the plan is op- 
posed they seem to think that we advocate 
something new and untried. 

Fifty per cent of the babies who die dur- 
ing the first year perish in the first month 
of life, and nearly 5 per cent die at birth 
or during the first day. These figures 
alone are sufficient argument that some- 
thing must be done to improve the care 
of the new baby, and we obstetricians can- 
not point with pride to our newly-born 
pediatrics. 

Under our present custom there exists 
an hiatus between “prenatal care” and 
‘infant welfare,” namely, the puerperium, 
during which the obstetrician usually 
takes care of the baby. While he is emi- 
nently fitted to conduct prenatal care, he 
has not shown himself to be particularly 
fitted to care for the baby either by train- 
ing, inclination or results. He has a job 
big enough for any one to pilot the mother 
successfully through a_ sea often beset 
with dangers to her and her baby, and 
he should be content to practice the kind 
of obstetrics which will bring such re- 
sults. This is primarily the obstetrician’s 
problem, for it is, of course, obvious that 
maternal and fetal welfare cannot be di- 
vorced. 

It is at the gap in the scientific care of 
the baby that this plan is aimed. Such 
an innovation, evidently, should only be 
made if it will insure better care of the 
baby, better clinical teaching and _ in- 
creased opportunities for research. 

The pediatrist is by special training, 
methods of study and habits of thought 
better fitted to attack the problems of the 
newly-born than is the obstetrician. By 
personal inclination and bent of mind the 
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pediatrist’s interest is in the child and by 
the same token the obstetrician’s interest 
is in the woman. 

The pediatrist has by his training, de- 
sires and experience shaped his mind to 
think in terms of the child and the ob- 
stetrician thinks in terms of the mother. 
Pediatrics is essentially a medical subject 
and obstetrics is surgical. 

It is not to be expected, indeed it would 
be quite exceptional, for an obstetrician 
and gynecologist to be expert in his own 
surgical field and at the same time a spe- 
cialist in the care of the child, a medical 
field. If he will but stop and consider the 
time and labor he has expended on his 
training in obstetrics and gynecology and 
will then recall the pitifully small amount 
of time and effort he has given to the 
pediatrics of the new-born he must admit 
that he has, in that field, an untrained 
mind. On the other hand, the pediatrist 
by instincts and training is intensely in- 
terested in the problems of the baby and 
attacks them with enthusiasm and avidity, 
which cannot fail to result in a _ better 
cared for baby and a larger number of 
problems solved. 

The outstanding facts proven by our 
ten years’ experience with pediatric care 
of the new born are better routine care, 
more careful and complete examinations, 
greater attention to prophylaxis and reg- 
ulation of habits, markedly better results 
with the premature, scientific feeding, 
regulation of heat loss, earlier discovery 
of congenital defects; untoward symp- 


. toms detected sooner, hemorrhagic disease 


treated by prophylaxis as well as by cura- 
tive injections of blood, the institution of 
aseptic care and lastly the volume of re- 
search which cannot but result in reduc- 
ing infant mortality of the new born. 

I have visited many maternities, but I 
have yet to see one place, with the obste- 
trician in charge, where the baby receives 
such painstaking scrutiny as the pediat- 
rist gives our babies. 


General Care.—The routine care is bet- 
ter, both by physician and nurse, because 
they are more interested and have no 
other duties like the demands of the deliv- 
ery and operating rooms and mothers’ 
ward to distract them. 


Examinations—They are more fre- 
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quently and much more thoroughly exam- 
ined, thus symptoms of complications are 
detected early enough to institute curative 
measures at a time when they will do the 
most good, and when delay may be fatal. 
When the obstetrician is in charge and 
the pediatrist is called in consultation 
much valuable time is lost. 


Prophylaxis—More attention is given 
to prophylaxis. 


Attention to Habits.—More care is given 
to the regulation of the habits of the baby. 
DeBuys says: 

“There are many babies improperly started, 
who are a constant drain on the mother’s vitality 
because of bad habits begun during the puer- 
perium. Bad habits are easily formed, but over- 
come with difficulty. 

“It is remarkable what good may often be ac- 
complished, and what spectacular results may be 
obtained from close supervision of the newly- 
born.” 

Prematurity—Since the adoption of 
pediatric care the mortality rate of prema- 
ture infants has been materially reduced 
in Minneapolis under the influence of pe- 
diatric control, while the rate in the State 
of Minnesota has remained stationary. In 
1920, after the plan had been in operation 
seven years, 20 per cent of the infant 
deaths were due to prematurity in Minne- 
apolis, while the rate in the State of Min- 
nesota was 31 per cent. At the same time 
the infant mortality rate in Minneapolis 
and Minnesota were about the same, 66 in 
the State and 65 in the City. Obviously 
premature babies are better cared for in 
Minneapolis than in Minnesota as a whole. 


Feeding.—There are now far fewer 
cases of inanition because the pediatrist 
has made a scientific study of the nurs- 
ing problem. For example, they have 
found that the old ideas about the capacity 
of the stomach of the new born are er- 
roneous. By the tenth day the infant has 
a capacity of three to six ounces. Again 
they have observed that practically all 
mothers can nurse their babies. Another 
important observation is that occasionally 
a mother is slow in establishing breast 
milk. Formerly these babies were kept on 
the breast in an attempt to “make it 
nurse” till it became dehydrated, lost 
weight and was too weak to nurse when 
the milk finally “came in.” Now comple- 
mentary feeding according to the needs of 
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each child accurately determined by 
weighing and capacity has reduced the 
weight loss to a very small amount and 
this accuracy of observation has reduced 
the necessity of complementary feeding to 
the shortest possible time, which is desira- 
ble because they also found that if com- 
plementary feeding were continued too 
long it interfered with the establishment 
of breast milk. 


Heat Control.—Our pediatrists now lay 
great stress on the necessity of control of 
heat loss, for they observed that the tem- 
perature of the baby showed a decided 
drop immediately after birth and during 
the bath. Methods were introduced to 
stop this. The baby is no longer laid 
aside, but it is immediately placed in its 
own little bed which, with sufficient hot 
water bottles, is in the delivery room. The 
bath immediately after delivery and sub- 
sequently is no longer a religious rite, but 
given or omitted in accordance with its 
effect on heat loss. 


Early Detection of Pathological Condi- 
tions.—Congenital defects and early symp- 
toms of disease can no longer escape recog- 
nition because of the very thorough first 
examination which is done with such me- 
ticulous care that nothing can escape no- 
tice. 

Aseptic Care.—The aseptic technic of 
our new born ward would rival some op- 
erating rooms. This is important in pre- 
venting all kinds of infections and has 
greatly reduced that scourge of the 
nursery, pemphigus, the control of which 
depends so much upon aseptic care, early 
recognition, immediate curative treatment 
and isolation. 


Hemorrhagic Disease. — The experi- 
mental work of Rodda and the autopsies 
of Margaret Warwick at the University of 
Minnesota have thrown much light on this 
subject. The results of the researches on 
the blood of the normal new born and in 
hemorrhagic disease at Minnesota are, 
alone, quite enough to prove our thesis 
that the way to secure “Better Newly 
Born Pediatrics” is to turn the baby over 
to the pediatrist as soon as the cord is 
tied. 

I cannot take your time to tell all that 


has been accomplished by the investiga- 
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tions by various men in our department 
of pediatrics. They are many and impor. 
tant. So many lives have and can be 
saved in the future by this work on hem- 
orrhages of the newborn that I cannot re- 
frain from giving a few of Rodda’s con- 
clusions. He says in part: 

“Hemorrhage is the most frequent cause of 
death in the first days of life. 


“It is not always caused by obstetric opera- 
tions. It may follow normal labors when least 


expected. 

“A more frequent cause is mild trauma plus 
hemorrhagic disease accompanied by delayed 
coagulation and prolonged bleeding time. 

“These can be controlled by the subcutaneous 
injection of whole blood. 

“If these reactions are delayed blood should be 
administered. Every newly-born baby should have 
its coagulation and bleeding time taken.” 

In other words, prophylaxis is_ better 
than cure. 

Many other problems peculiar to the 
new born have been studied which we ob- 
stetricians would not have had the time 
or inclination to undertake. Since the 
adoption of this plan the men in the de- 
partment of pediatrics have turned out 
twenty-seven research papers concerning 
the new born, three-fourths of which are 
of a quality which will result in eventually 
saving the lives of thousands of babies. 

We are glad we can contribute the ma- 
terial to the pediatrist for these researches 
which, if done by all hospitals, would has- 
ten the solution of many unsolved prob- 
lems of the new born, reduce mortality, 
and further the cause of “Better New Born 
Pediatrics.” 

The desired results of this plan cannot 
be obtained by calling the pediatrist in 
consultation. We formerly followed that 
method, but I am thoroughly convinced, 
after many years’ experience under both 
plans, that the one we advocate is far su- 
perior. 


Comparison with Hospitals Not Having 
Pediatric Care of the Newly-Born.—It has 
been observed in hospitals where pedi- 
atric care does not begin at once after 
birth that often bleeding and clotting time 
and therefore hemorrhagic disease has 
been overlooked or treatment is instituted 
too late; also that primary weight loss 18 
greater, that fluids are not given soon 
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enough, that fever is neglected, cyanotic 
spells, and even convulsions are given 
tardy attention and occasionally too late. 


Teaching.—Looking over the catalogs 
of the Class A medical colleges, I find only 
seven in which courses in newly-born care 
are announced, only one by a depart- 
ment of obstetrics and six by a depart- 
ments of pediatrics. This is a sad com- 
mentary on the teaching of “Newly-Born 
Pediatrics” in this country. If the teach- 
ing by obstetricians is in proportion to the 
space devoted to the diseases of the newly- 
born in the text books on obstetrics it is 
scant indeed. On the other hand, at the 
University of Minnesota, where the pedi- 
atrist takes charge of the baby from the 
time the cord is tied, the student receives 
didactic teaching, electives are offered and 
clinical clerks for three weeks are on daily 
service in the newly-born ward. All 
mothers are instructed to return at stated 
intervals with their babies to the out-pa- 
tient pediatric service at the University 
Dispensary where additional clinics are 
given. Thus our graduates go out as well 
trained in “Newly-Born Pediatrics” as 
they are in general pediatrics, medicine, 
surgery or obstetrics. This is, then, I 
think, the answer to the query “What 
about the general practitioner? He can’t 
call in the pediatrist for every little thing 
or turn the baby over to him.” Neither 
can he call the internist, obstetrician, or 
even the surgeon for every complication. 
He must do almost everything himself, 
calling in consultation when necessary, but 
meanwhile practicing the best medicine, 
surgery, obstetrics and pediatrics, includ- 
ing “Newly-Born Pediatrics,” that he can. 


One of the strongest arguments for the 
plan is that we will turn out better trained 
general practitioners if the teaching of 
“Newly-Born Pediatrics” is put into the 
hands of those who are best equipped to 
do it, the pediatrists. 


I thoroughly believed when this experi- 
ment was undertaken that the pediatrist 
would take better care of the newly-born 
babe, that he would be a better teacher 
and the results of research: would be 
greater, and I am glad to say that experi- 
ence has proven all these to be true. 
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But there are compensations to the ob- 
stetrician which more than repay him for 
all that he has given up by releasing time 
usually given to the baby permitting con- 
centration on the problems of the woman, 
giving more time for productive investi- 
gation in a field in which he is better 
trained, enjoys more and for which his 
mind is better fitted by habits of thought. 


Private Application of Plan.—As a last 
argument, when all other logic fails, the 
statement is made that the plan may be 
all right in charity hospitals, but it can- 
not be applied to private practice. The 
writer has for several years, in private 
practice, turned the baby over to the pedi- 
atrist as soon as the cord is tied. Several 
other obstetricians in Minneapolis do like- 
wise. If it is good for the poor it is 
equally advantageous to the more pros- 
perous. It works quite as smoothly in 
private practice as in the University Hos- 
pital and the mothers like it, for they 
realize that their babies get better care. 


CONCLUSIONS 


The benefits of this plan, revolutionary 
as it may seem, are threefold: 

(1) Increased efficiency of the pediat- 
rist, who will grow by his experience with 
the newly-born. The result will be better 
cared for babies, reduced infant mortal- 
ity and increased investigation of prob- 
lems peculiar to the newly-born. 

(2) Better obstetricians, since the time 
spent on work more or less foreign to his 
specialty is eliminated. The chief duty of 
the obstetrician in the problem of reduc- 
tion of newly-born mortality lies in the 
fields of prenatal care and better care dur- 
ing labor so that a healthy child may be 
brought to full term and delivered unin- 
jured into the hands of the pediatrists. 
Cooperation of obstetrician and pediatrist 
will surely reduce newly-born mortality. 

(3) Better equipped general practition- 
ers as result of better teaching. 


119 Institute of Anatomy 





Discussion follows paper of Dr. Foote, page 389. 
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THE NEWBORN FROM A PUBLIC 
HEALTH STANDPOINT* 


By J. H. Mason KNOX, JR., M.D., 
Chief, Bureau of Child Hygiene, State of 
Maryland, Department of Health, 


Baltimore, Md. 


Public health can be likened to a river 
which finds its origin in many hidden 
springs, each contributing its quota to the 
constantly enlarging stream. Although 
much may be done by Nature and by man 
to purify the waters of the river along its 
course, perhaps the most important fac- 
tors in determining the quality of the wa- 
ter are to be found in the spring heads 
themselves. If the water of each of the 
tiny rivulets is pure and wholesome, it is 
possible to maintain the water of the river 
fairly free from contamination, but if 
there are noxious elements at the sources, 
the quality of the whole stream is vitiated. 

Is this not true of community or public 
health? Much indeed can be done to im- 
prove it from infancy through adolescence 
to old age, but of even more value is the 
degree of health of each baby, the physical 
condition possessed by the infant at its 
birth. Rarely can later care make up com- 
pletely for the results of prenatal or natal 
neglect. 

It follows, therefore, that public health 
is vitally concerned with the newborn. It 
is the duty of man from a biological stand- 
point to propagate the next generation. 
It is the function of public health to as- 
sure the best possible physical stamina to 
the infant at its birth, and then to pro- 
mote an environment suited to its health- 
ful development. 

The problem of the newborn comprises, 
therefore, in its ramifications the whole 
realm of public health. Its task is to pro- 
mote the well being of each precious baby 
and to help it keep well through its natu- 
ral span of life. Its interest in the new- 
born, therefore, is paramount. It must be 
greatly concerned with the source of its 





*Read in the Symposium on the Newborn, Southern Med- 
ical Association, Seventeenth Annual Meeting, Washington, 
D. C., Nov. 12-15, 1923. 
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material from the standpoint of race pre- 
servation itself. 

The price the public is paying today for 
its neglect of this aspect of the problem 
is only beginning to be realized. The toll 
in deaths under twelve months has aroused 
general interest for a score of years, and 
effective measures have been taken to re- 
duce it. In this period in round numbers 
an infant mortality rate from 150 to 200 
per 1000 live births has been lowered to 
half these figures largely through the prac. 
tice of better methods of feeding and sani- 
tation. 


Only in recent years has attention been 
directed to the stationary mortality rate 
for the period of early infancy, i. e., up to 
the first month of life. The reduction in 
the infant death rate that has given so 
much satisfaction has been confined to 
those children who have passed four weeks 
of age. Those who die before that period 
are about one-half of the total number of 
those who, born alive, succumb in the first 
year. These early deaths, therefore, rep- 
resent the loss of more than 100,000 lives 
in the United States per annum. 

To this number must be added another 
100,000, those who are born dead, still- 
born, making a potential loss of human 
life under one month of over 200,000, a 
rate of 70 per 1000 births. In Maryland, 
where the interruption of pregnancy at 
any period is reportable, the number of 
still births nearly equals the total death 
rate under one year, and those who die 
under one month comprise one-half of the 
total infant mortality rate. 

There has been but little reduction in 
this appalling death rate of the newborn, 
in the lowering of infant mortality in gen- 
eral. These early deaths exceed those of 
tuberculosis of all ages and present the 
greatest current problem in public health. 
Even these startling figures do not repre- 
sent all the potential loss, for they include 
as a rule only those products of conception 
lost after reaching viable age. 

Thus Spalding,! in a study of 1934 preg- 
nancies, reports 335 fetal deaths, a mor- 
tality of 170 per 1000, which more than 
doubles the number obtained from the 
record of reported still births. In the fetal 
deaths occurring in the first sixteen weeks, 
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180 in number, and more than half of the 
total, were found to be due to abortion in- 
duced or spontaneous among healthy 
mothers and to pelvic inflammatory dis- 
eases in mothers suffering from _ infec- 
tions. In the later weeks of pregnancy 
various obstetrical complications among 
the healthy mothers and syphilis among 
infected mothers are the principal factors 
in the high fetal infant mortality. 

Evidence of this kind indicates that this 
great loss of human life in utero is not 
necessary, but is due to conditions that 
are understood and can be overcome. 

Dublin? also has shown statistically that 
the present early infant rate does not rep- 
resent an irreducible minimum, but that 
it varies within a rather wide range in 
different communities, and hence must be 
amenable to treatment. This has proved 
to be true when syphilis is the cause. 

Williams® found that whereas there was 
a neonatal mortality of 52 per cent, in- 
cluding still births, from untreated syphi- 
litic mothers, this rate could be reduced to 
7 per cent in the same group when satis- 
factory and anti-syphilitic treatment was 
given. ‘His conclusion is that if syphilis is 
recognized early in pregnant women, and 
is intensively and appropriately treated, 
almost ideal results may be obtained as 
far as the child is concerned. 

These newer studies suggest clearly that 
the old a¢cepted classifications of neonatal 
mortality are blanket terms, and do not 
specify with accuracy the real cause of 
death. 

Footet has shown, for example, that in- 
tracranial hemorrhage is much more fre- 
quent than is indicated in statistical ta- 
bles, and that prompt diagnosis and the 
use of hemostatic therapy would save 
many lives that are now lost. The terms 
prematurity, congenital debility and inju- 
ries at birth are particularly unsatisfac- 
tory. In this group of deaths we are con- 
cerned not only with the actual conditions 
found in the child, but often even more 
in the antecedent conditions of the mother, 
which may be the primary cause of the 
loss of the child. From the standpoint of 
preventive medicine, both mother and child 
must be equally considered in arriving at 
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accurate cause of death from diseases pe- 
culiar to fetal and early life. 

If the science of public health is inter- 
ested in the newborn, it must of necessity 
be interested in eugenics: in having well 
parents as the progenitors of healthy off- 
spring. I am well aware that this is dan- 
gerous ground, and possibly the time will 
never come for the selection of parents 
among human kind because of physical 
fitness, and in general this personal and 
sacred matter may be left safely to the 
inclination of natural affection. How- 
ever, the toll in human life as the result 
of mating of diseased parents is so great 
that it is quite possible that an outraged 
society eventually will demand the elimi- 
nation from parentage of the notoriously 
unfit, those whose mating is almost sure 
to result in still-born or afflicted offspring. 

The claim of the unborn child to be born 
healthy and to be reared healthfully can- 
not be denied by an intelligent community. 
How carefully its legal rights are every- 
where protected. Its physical rights are 
no less real. These physical rights can 
only be secured when society realizes that 
the care of the baby begins at least nine 
months before its birth, and that during 
this period it should be just as zealously 
guarded as at a later time. 

In pressing the responsibility of society 
in this matter, one must not lose sight of 
the fact that the fundamental inherent 
responsibility in securing the rights of 
the baby rests in the family circle itself. 
The activities of public and private or- 
ganizations interested in maternity and 
child health ought never and can never 
usurp the primary duty of parents in re- 
gard to their unborn or newly born chil- 
dren. It is the function of health organi- 
zations to educate the public, including 
parents, in this important field, to make 
available to them the last approved pro- 
nouncement of medical science, in helping 
them, not others, to discharge their obli- 
gations. But the rights of the baby can 
be satisfactorily fulfilled only when 
healthy parents informed, it may be 
through proper agencies, furnish adequate 
protection to their infants through the pe- 
riod of gestation, at the critical time of 
birth, and afterward through the health- 
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ful environment of a normal home. When 
these self-evident rights are provided, the 
great loss of human life before and at the 
natal period will be greatly reduced. 

A group of newborn infants among 
whom the mortality rate is especially high 
are those children of unmarried mothers, 
who often from the time of birth are 
placed in foster homes or institutions. 
Experience has shown that if we would 
save these children, and incidentally re- 
store the mothers to self-respect, the 
mother and child must be kept together. 

Maryland was the first state to enact a 
law making it illegal to separate or cause 
to separate any child under six months of 
age from its mother, to place it in a foster 
home or institution, unless it was neces- 
sary for the physical good of the mother 
or child. This enactment, though some- 
what imperfectly carried out, has re- 
sulted, in the opinion of those competent to 
judge, in the saving of many lives and to 
the great good of the mothers concerned. 

The calculation of the economic loss 
from the flickering out of these hundreds 
of thousands of potential and actual hu- 
man beings at the threshold of existence 
can be attempted by those who feel com- 
petent to estimate life in dollars and cents. 


As Dublin has expressed it, 


“The stakes are whole years of life which may 
be added to the expectation of every man, woman 
and child in the population.” 

There is a further loss involved which 
is still more intangible, but just as real. 
Who would attempt to compute the serv- 
ices of those who have made unusual con- 
tributions to our civilization in various 
fields of activity? Does not the law of 
chances indicate that among these thou- 
sands of lost infants, some, nay many, 
would have greatly enriched their genera- 
tion? Moreover, is there not a loss in 
moral tone that we all must feel when we 
consciously neglect this most dependent 
helpless class? If the intelligence of a 
community can be estimated by its death 
rate, that of the newly born infant must 
be frankly met and reduced to a _ point 
compatible with our present knowledge. 

In turning to consider what can be done 
for the relief of the newborn infant, we 


must recognize there is no easy panacea, 
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and that it represents the frailest, least re. 
sistant human group. Much more in- 
formation is desired, but the most urgent 
immediate need is to apply generally the 
knowledge already possessed. 

The extent of loss from these early 
deaths must be made a matter of general 
information and the importance of a fair 
start emphasized. Wherever expectant 
mothers have been given the benefit of in- 
telligent prenatal care, there has been a 
marked decline not only in the maternal 
mortality from toxemia, but also in the 
number of infant deaths from prema- 
turity. 

It is believed that a more successful 
plea can be presented to fathers even in 
rural districts. They must understand 
they are not keeping their marriage vows 
and discharging their evident duty to their 
wives and children if they do not provide 
competent medical supervision during the 
— of pregnancy and at the time of la- 

r. 

I would not minimize the many difficul- 
ties to be met. For example, a consider- 
able portion of the births in America to- 
day, in some states nearly a half of the 
total, are presided over by midwives, but 
few of whom have had adequate prepara- 
tion and rarely give any prenatal advice. 
The number of midwives varies greatly 
throughout the country. In some states 
they are so few as to be practically negli- 
gible, and in others they furnish the only 
obstetrical service available to large 
groups of the community. 

In the latter situation it seems only 
proper to offer them such instruction as 
will improve their technic. 

It is, however, upon the rank and file of 
the medical profession that one must rely 
in combating this early infant mortality. 
The physician is the trusted advisor of the 
family, and it would seem to be the task 
of the comparatively few public health of- 
ficials to bring as large a proportion of 
expectant mothers as early as possible un- 
der the supervision of their family doc- 
tors. 

It is true that there is much to be desired 
in the obstetrical training and opportunl- 
ties for practice in many of our medical 
centers, and that obstetrical beds are in- 
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adequate in number in many places, but 
these deficiencies are being gradually over- 
come. 

Progress is being made also in the field. 
The organization of consultations for ex- 
pectant mothers and babies which is tak- 
ing place rapidly in rural districts is a 
valuable aid. At these conferences no 
treatment is undertaken. Examinations 
are made, advice given, and the mothers 
are urged to place themselves and their 
children under the care of their own phy- 
sicians. In this way many serious condi- 
tions are detected in their incipiency, of- 
ten at a time when the patients would not 
otherwise seek medical advice, and as a 
result the practice of the physician is in- 
creased in just those cases for which he 
can render the greatest service. 


It is felt that we can look confidently to 
the time when there will be satisfactory 
prenatal and obstetrical service for all 
women in every community. When this 
time approaches, the newborn infant will 
begin to come into its own; the mortality 
curve will take on a new and descending 
direction, and the river of public health 
will be fed from clear springs of living wa- 


ter. 
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THE DIAGNOSIS AND TREATMENT 
OF INTRACRANIAL HEMOR- 
RHAGE IN THE NEW 
BORN* 


By JOHN A. Foote, M.D., 
Washington, D. C. 


It has long been known that bleeding 
within the new born infant’s skull may 
be, and often is, caused by the mechan- 
ical trauma of protracted labor, and it 


_— 


*Read in the Symposium of the New Born, Southern Med- 
Association, Seventeenth Annual Meeting, Washington, 
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has also long been recognized that severe 
hemorrhage may occur after the use of 
forceps, after extraction, and after other 
obstetrical operations and manoeuvers. 
Many still-births following such proce- 
dures are believed to be due to intracranial 
hemorrhage. Little! and McNutt,” in this 
country, and Weyhe,® Kundrat* and others 
abroad have described the pathology of 
these injuries attributed to the efforts of 
the mother to give birth to the infant, or 
to the assistance furnished such efforts by 
the obstetrician. 


In 1911, Schloss and Commiskey report- 
ed the successful treatment of spontaneous 
hemorrhage in the new born by the injec- 
tion of human blood.’ In 1916, Green 
found that some children with intracranial 
hemorrhage also showed evidence of spon- 
taneous hemorrhage elsewhere and called 
attention to the connection between these 
two conditions. In 1918, following clinical 
observations covering three years, I con- 
cluded and stated that “all the causes are 
not maternal. ... ‘There is a hemor- 
rhagic tendency in the new born infant 
which does produce after-labor symptoms 
of hemorrhage of the brain,” and I advo- 
cated at that time the injection of human 
blood or thromboplastin as a remedy.? The 
following year Warwick® reported the dis- 
covery at autopsy of intracranial hemor- 
rhages in about 50 per cent of 36 new born 
and still-born infants, and not long after- 
ward I reported eight clinical cases with 
two fatalities which I treated by hemo- 
static therapy. Rodda,’ in 1920, made a 
study of the coagulation time in nine new 
born infants who showed symptoms of in- 
tracranial hemorrhages and were treated 
by subcutaneous injections of blood. 

As many infants in Warwick’s and 
Foote’s and Rodda’s series were delivered 
spontaneously, it began to be appreciated 
that the use of forceps or operative treat- 
ment was far from the only important 
cause of intracranial hemorrhage in the 
new born, and that a large number of such 
hemorrhages were due to ordinarily mi- 
nor injuries to the infant’s meninges dur- 
ing the course of normal or rapid labor 
which assumed pathological importance 
because many of these infants were po- 
tential or actual “bleeeders.” 

That the tendency to bleed is found in 
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very many otherwise normal infants dur- 
ing the first few days of life, and that 
this tendency resembles the condition 
found in purpura and is characterized by 


a diminished thrombin content in the 


blood, was later brought out by Lucas 
and other workers.'!! - The injection of 
adult blood, or other substances rich in 
thrombin, which had been employed clin- 
ically, was now given a logical physio- 
logical basis in the laboratory. 

Since 1920, an extensive literature has 
grown up concerning this condition and 
its treatment, and gradually its great im- 
portance as a cause of death in the first 
week of life has begun to be more and 
more understood and appreciated by the 
general medical profession. 


DIAGNOSIS OF INTRACRANIAL HEMORRHAGE 
OF THE NEW BORN 


History.—The history of the labor may 
sometimes allow the obstetrician to an- 
ticipate hemorrhage, although it fre- 
quently occurs after ordinary normal de- 
livery. Generally speaking, cerebral hem- 
orrhage may be watched for: (1) after 
very rapid delivery, especially of prema- 
ture infants; (2) after breech delivery, 
especially following version or difficult 
extraction; (3) after protracted labor, 
especially accompanied by instrumental 
delivery; and (4) when spontaneous hem- 
orrhage is seen. 


Clinical Types of Intracranial Hemor- 
rhage.—Two main clinical groups may be 
distinguished. 

(a) The rapid traumatic type, long 
known and recognized, due mainly to the 
rupture of a large vessel or vessels in 
which the symptoms appear very soon 
after delivery, and in which the presence 
of the hemorrhagic tendency plays a minor 
role; and (b) the slow spontaneous hemor- 
rhagic type, due to an injury of minor de- 
gree which has been made dangerous 
through the innate tendency to bleed. 

Intermediary types are found, and here 
belong. those infants in which asphyxia is 
at least a predisposing cause. 

Very little can be done in the way of 
curative medical treatment of the exten- 
sive and rapid type of these hemorrhages, 
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but the slower hemorrhages show a very 
promising field for therapy. 


SYMPTOMS AND TREATMENT 


Massive Hemorrhages. — The rapidly 
bleeding infant shows his symptoms 
promptly after delivery. He is blue, 
breathes with difficulty, develops tremors 
of the arms or legs within a few hours and 
may die within a short time after birth. 
Rarely does recovery take place in ex- 
treme cases, and when it does, Little’s dis- 
ease is its sequel. The treatment does not 
differ from that used in the latent or 
slower type, and includes lumbar punc- 
ture, transfusion or the use of coagulants 
subcutaneously, all done with the greatest 
possible rapidity. To prevent permanent 
paralysis surgery should be resorted to 
within a week, provided coagulation time 
has become normal. The general manage- 
ment in other respects should correspond 
to that employed in the slower form of 
hemorrhage. In such infants, coagulation 
tests may be done, but are not of the same 
importance at first as in cases where de- 
layed bleeding occurs. 


The Delayed Hemorrhages.—In this, the 
most frequently found type, symptoms do 
not occur until focal pressure has devel- 
oped within the skull. As the infant’s 
skull is capacious, slow bleeding usually 
goes on for 48 to 72 hours before signs are 
visible. At birth these infants may ap- 
pear perfectly normal. The earliest single 
symptom is perhaps. disinclination to 
nurse. In 18 cases of the delayed type 
which I have seen in consultation practice 
during the past three years, 12 gave a his- 
tory of disinclination or refusal to nurse 
on the second day. Such infants may be- 
gin to suck vigorously within the first 24 
hours and nurse poorly or not at all after- 
wards. In hemorrhage below the tento- 
rium cerebelli I have noticed that the in- 
fant frequently protrudes his tongue to 
an abnormal degree. This is also an early 
symptom, but not an invariable one, and is 
rerhaps due to the irritation of the glosso- 
pharyngeal nerve. Cyanosis is among the 
first symptoms noticed and is the most 
constant. Frequently this is attributed to 
congenital heart disease; the much spoken 
of patent foramen ovale, though congeni- 
tal heart disease is relatively infrequent in 
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routine autopsies, as compared with intra- 
cranial hemorrhage. The cyanosis is not 
permanent. It is intermittent and comes 
at varying intervals. At the same time, 
tonic twitching of one or more limbs is 
observed, most frequently of the arms. 
When the hemorrhage is below the tento- 
rium, the cyanosis is early and marked. 
When the hemorrhage is in the region of 
the hemispheres, cyanosis comes rather 
later. In hemispheric hemorrhage, retrac- 
tion of the head is usually not present and 
the fontanel usually is firm and bulging. 
In the infratentorial type, the fontanel 
does not bulge early and retraction of the 
head is frequent. 

Localization of the site of the hemor- 
rhage is for various reasons far more dif- 
ficult in infancy than in adult life. Usu- 
ally, however, the facial and other cranial 
nerves when affected show paralysis of a 
bilateral type when hemorrhage is infra- 
tentorial, and of a unilateral type when it 
is hemispherical. 


Interpretations of eye symptoms and 
reflex findings are apt to be misleading. 
Usually when paralysis occurs it is pre- 
ceded by a tonic or irritative period in the 
muscles affected, tonic convulsions preced- 
ing flaccidity. Flaccid paralysis is indeed 
found only late and after large cerebral 
hemorrhages, or after injuries to the cord. 


To sum up, then: in the first 24 hours, 
after rapid or forced delivery, or even 
after normal labor, irritability or extreme 
lethargy, disinclination to nurse, protru- 
sion of the tongue; in the second 24 hours, 
tenseness of fontanel, spastic twitching of 
limbs, intermittent cyanosis or paleness, 
all point to a progressive hemorrhage 
within the infant’s skull. As before stated, 
a large number of these infants have a di- 
minished coagulability of the blood, which 
may be considered among the symptoms. 


Blood Coagulation—In the succulent 
tissues of the infant ordinary methods of 
obtaining blood give a false picture be- 
cause of the large amount of thrombin lib- 
erated by the cut. Rodda! devised a 
method which was intended to avoid this 
error by using a large incision and not 
manipulating the wound, and using sev- 
eral drops of blood. Lucas and co-workers 
do not favor any operation involving a 
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stab wound, and advise the use of blood 
from the fontanel drawn in a syringe and 
placed in small test tubes,!! a procedure 
not to be taken lightly. Many clinicians, 
when the technic is not standardized, are 
content to make a stab wound in the heel, 
gently wipe away the blood and note the 
length of time required for bleeding to 
stop. Two to five minutes is normal. This 
is a rough but available method devised 
by Duke for bedside use. 


Lumbar Puncture.—As a diagnostic pro- 
cedure lumbar puncture is of considerable 
value, provided it is skillfully done. When 
the hemorrhage is infratentorial it has 
also therapeutic value, as has been pointed 
out by Brady.? In the very young this 
procedure is neither simple nor easy of 
performance. Puncture of the vertebral 
veins and contamination of the spinal fluid 
with bright blood is a frequent occurrence. 
Old, clotted blood is often seen in infra- 
tentorial hemorrhages. In cortical hemor- 
rhages of some days’ standing the color 
may be a somewhat deeper yellow or may 
be unchanged. Absence of macroscopic 
blood in the spinal fluid may therefore be 
of little significance. Presence of bright, 
unclotted blood usually means faulty tech- 
nic. In the microscopic examination the 
finding of crenated red blood cells, even 
though few in number, is significant. 


COMPLICATIONS 


Fever is usually not present in slowly 
progressing hemorrhage. In severe inju- 
ries, fever of central origin may occur. 
In infants who refuse to suck, or who take 
little liquid, inanition fever may: develop. 
A not infrequent occurrence is bleeding 
from mucous surfaces, the throat, stom- 
ach, nose and rectum. Out of 18 cases I 
have found three of this type, which were 
seen on the fourth day after birth. Per- 
sistent vomiting is not a usual complica- 
tion, but was found in one fatal case. 
Spinal cord injury is shown by flaccid 
paralysis of a bilateral type. ' 


TREATMENT 


General Methods.—Too little attention 
is paid to the nursing care of these in- 
fants. It is well to remember that the 
primary aim of all treatment is to favor 
blood coagulation. The frequent handling 
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of the infant for the purpose of changing, 
or dressing or undressing him is a posi- 
tive menace to his life, and would not be 
permitted in any other form of internal 
hemorrhage. The infant needs little more 
about him than a diaper and one or more 
blankets and this simple garb should be 
insisted upon. Infants’ clothes as now 
constituted are an absurd imitation of 
older people’s clothing. The infant should 
be placed in a basket, or small crib, where 
diapers may be changed without change 
of the patient’s position. The body should 
be kept warm. An ice bag wrapped in 
towels, so as to be cool rather than cold, 
should be kept at the head. No direct. 
nursing should be allowed, or violent 
sucking. The mother’s breasts should be 
milked, or expressed, and the milk given 
to the infant by means of a Breck feeder 
or a large medicine dropper. This routine 
should be observed until the end of the 
first week or ten days. In cases where 
umbilical infection is present it should be 
continued even longer. As Lucas has 
shown, infection increases the amount of 
antithrombin in the blood and favors 
bleeding. 


Specific Treatment.—The injection of 
blood or other substances rich in thrombin 
should be employed in every intracranial 
hemorrhage. As a prophylactic measure 
after very rapid, or very prolonged or in- 
strumental delivery, an injection of 20 c. 
c. of whole blood under the skin or intra- 
peritoneally will often be of the greatest 
benefit to the infant. When the symptoms 
of blueness or twitching have appeared no 
time should be lost. Ten to 20 ¢. ¢. 
of blood drawn from the _ father 
should be immediately used hypodermi- 
cally or intraperitoneally and repeated 
every six hours for at least three injec- 
tions. If no blood is immediately avail- 
able, Squibb’s thromboplastin, 10 ec. c., 
should be given subcutaneously. Horse se- 
rum is of less value, though if very fresh 
may be beneficial. Usually blood can be 
obtained without difficulty. The use of 
citrated or even unmodified blood injected 
into the peritoneum has been recommended 
in other conditions. I have recently used 
whole blood uncitrated in one case of gen- 
eral hemorrhagic disease with intracranial 
symptoms and citrated blood intraperi- 


toneally in another case with most happy 
results. Both infants showed cyanosis, 
spastic paralysis of the right arm and 
blood in the stools. Twenty c. c. were in- 
jected into the peritoneal cavity and 10 
c. ¢. subcutaneously. The improvement 
was immediate. Transfusion in this man- 
ner or through the fontanel is sometimes 
life-saving when the infant has lost much 
blood. It must be recalled that the loss 
of two ounces of blood in the five-pound 
infant is more than equivalent to the loss 
of one-half a gallon of blood in a 160- 
pound man. 

The subcutaneous or intraperitoneal in- 
jection should be repeated every six to 
eight hours if needed. If fever is present, 
plenty of fluid should be given by mouth, 
including an abundance of breast milk. 
In hyperpyrexia the infant may be care- 
fully wrapped in a bath towel wrung out 
in warm water for one-half an hour or 
more. 

At the end of 48 hours this treatment 
should be effective. Continued rest should 
be given for from seven to ten days. Not 
before that time should the infant be al- 
lowed to nurse the breast directly. 


PROGNOSIS 


The prognosis as to life is usually good 
in the slowly developing type, provided 
diagnosis is made early and proper treat- 
ment employed. The same is true as re- 
gards sequelae. Frequently the most des- 
perately ill patients recover with little or 
no paralysis. In the subtentorial type, if 
primary respiratory paralysis is avoided, 
the resulting motor paralysis is usually 
either mild in extent or absent. In two of 
my illest cases, one is well at the age of 
three, the other has a slightly spactic con- 
dition of one foot. The general mortality 
of 30 cases of varying degrees of hemor- 
rhage seen in consultation early and late 
has been about 40 per cent. 

This gives hope that skill in delivery, 
avoidance of rough methods of extraction 
and rough methods of artificial respira- 
tion, such as Schultz’s maneuver, as well 
as prophylactic injections of blood and 
early diagnosis and treatment, may all 
serve to prevent or render negligible the 
heavy toll now levied on the new born by 
intracranial hemorrhage. 
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The obstetrician must remember that 
intracranial hemorrhage is the most fre- 
quent cause of cyanosis in the new born, 
and congenital heart disease one of the 
most infrequent, and that intracranial 
hemorrhage should always be suspected 
when cyanosis is present.'* The perni- 
cious doctrines, still found in some text 
books on obstetrics, that traction on the 
after-coming head, and similar proce- 
dures, rarely harms the infant, must also 
undergo complete revision. All very rapid, 
or premature, or arduous labors, or even 
seemingly normal labor, may play a part 
in producing intracranial hemorrhage. 
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DISCUSSION—SYMPOSIUM OF NEWBORN 


Papers of Dr. Grulee, Dr. Litzenberg, Dr. Knox 
and Dr. Foote 


Dr. L. R. DeBuys, New Orleans, La.—This 
symposium on the newborn, or the newly-born, 
which is the correct term, is most timely and is 
bound to be beneficial in this day when preven- 
tion is making such rapid strides to the front 
of the stage of medicine, and when the conserva- 
tion of life is realized as being not only a hu- 
rie problem, but an economic one as 
well, 


Each one of the four papers included in the 
symposium has been. considered carefully, 
thoughtfully and thoroughly by its essayist. 
Time is insufficient to discuss all of the phases 
of each of these excellent papers. 


_Dr. Grulee has called attention to certain con- 
ditions which require special consideration and 
which he has adequately covered. Dr. Knox has 
treated the subject of his paper so that he 
leaves little room for discussion. Dr. Foote, in 
his usual way, has handled his topic excellently. 

But it seems to me that we pediatricians and 
all of us medical men who treat children should 
be indeed grateful for the message which Dr. 
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Litzenberg has so unselfishly given us _ today. 
Dr. Litzenberg has clearly shown why the newly- 
born should be cared for by those properly pre- 
pared. He has emphasized the different indi- 
vidual interests of the pediatrician and the ob- 
stetrician as _ specialists in their respective 
branches, he has shown how there is much for 
the obstetrician to do which has not already 
been done as well as that there is much for the 
pediatrist to do which the pediatrist has not al- 
ready done, and he has shown that each has 
much to do while working in a common cause, 
namely, that of the newly-born. He has also 
further emphasized how if these two specialists 
work in harmony each along the lines of his 
own endeavor the medical student, the physician 
of tomorrow, will receive proper instruction so 
that he will be better able to give as a general 
practitioner adequate care to that period of life 
where the toll is greatest, especially in those 
places where the opportunity for consultation is 
not likely. He undoubtedly is of the opinion that 
if the general practitioner as well as the obste- 
trician does not fully understand the care of the 
newly-born that he should not attempt it until 
he has sufficiently prepared himself with the 
necessary information. 


Dr. Litzenberg has called attention to the toll 
of life in the first year. This period is the one 
in which the mortality is at its greatest. We 
know further that during this period the nearer 
the age approaches birth the greater is the 
mortality. Think of 50 per cent of the deaths 
during the first year occurring in the first month 
and that nearly 5 per cent occur at birth or dur- 
ing the first day, and wonder that practically 
nothing is done to prevent this, and realize that 
in only seven Class A medical schools are there 
courses in “newly-born pediatrics” given, and in 
one of these schools the course is conducted by 
the obstetrical department, a surgical depart- 
ment teaching a medical branch. 


Consider, on the other hand, what Minneapo- 
lis has done with her infant care and premature 
conservation. Is it not an example of which 
she should be justly proud? 

Is not the job of piloting the mother safely a 
big enough one? If there is any doubt in your 
minds just realize that eleven or more mothers 
die-for every thousand children born. It may 
be argued that many deliveries are conducted by 
midwives. Is this not a problem well worth 
while for the obstetricians to consider? It must 
be stated also that these deaths are not limited 
to the clienteles of the midwives—not by any 
means. 

There is no end to the arguments that may 
be advanced for the proper care of the newly- 
born. 

Every sentence in the paper of Dr, Litzenberg 
should be emphasized. I wish to thank Dr. Lit- 
zenberg for his kind reference to statements 
made by me, but excluding these statements so 
as to make my following remark purely unself- 
ish, I believe that his timely paper with its 
progressive views should be broadcasted, as I 
feel sure that it would have its influence in re- 
ducing infant mortality. Dr. Litzenberg should 
be enthusiastically congratulated for his bigness 
of heart and unselfishness of motive in coming 
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out so unreservedly for the benefit of humanity 
and the happiness of the home. I wish on be- 
half of the newly-borns yet to come to express 
their sincere appreciation for the views he has 
expressed. 


Dr. W. A. Mulherin, Augusta, Ga.—It is plainly 
evident that it is the duty and obligation of the 
medical profession to focus its best efforts upon 
the first month of infant life, during which occur 
50 per cent of the deaths of the first year. 

I would like to ask Dr. Grulee how long he con- 
tinues the weighing of the baby before and after 
nursing to determine the quantity of comple- 
mental feeding to be given. I was under the im- 
pression that the amount of milk secreted in the 
breasts varied, and have therefore been in the 
habit of first allowing the baby to nurse and 
then offering a generous amount of complemental 
feeding, trusting to the child’s appetite to deter- 
mine the amount it should receive. My results 
have been quite satisfactory. 

Hemorrhagic disease is a very important con- 
tributing factor to death in the early days of the 
newly-born. Dr. Foote rightly stressed the im- 
portance of early preventive treatment rather 
than stopping the hemorrhage with human blood 
after it has occurred in the brain. I wish to lend 
my hearty approval and cooperation to Dr. Lit- 
zenberg in his revised quotation from Dumas and 
strongly advocate that we put it into practice: 
“One for all and all for the baby.” 


Dr. J. H. Park, Jr., Houston, Tex.—It is every 
baby’s right to be weighed before and after nurs- 
ing, at least during the first few weeks of life, 
and beam balance scales should always be used. 
I cannot too strongly condemn the ordinary 
spring scales. The record should be kept from 
day to day in order that the milk supply may be 
estimated. Very few normal babies prefer sleep 
to food after the first few weeks of life, and if 
the breasts are not stimulated regularly and vig- 
orously the secretion of milk will be materially 
diminished, often very rapidly. Regular empty- 
ing of the breasts by manual expression or the 
breast pump is of great value. 

We cannot be too arbitrary about the strength 
and quantity of the complemental formula. Cer- 
tainly it would be unwise to give the majority 
of young babies in my locality milk mixtures con- 
taining 2 per cent fat. I have seen several 
newly-born infants who could not digest as much 
as one-half of 1 per cent fat. This may be due 
to an inborn error of metabolism. It has been 
our observation that the fat tolerance of babies 
in south Texas is low. 

So-called colic is due in the vast majority of 
instances to under-feeding, over-feeding, too 
much handling, otitis media, or to mental disturb- 
ance in the mother, all of which are remediable. 


Dr. F. J. Underwood, Jackson, Miss—I am 
very much pleased to see our concern shifting 


from the falling off of the birth rate in this coun- 
try to the adequate care of the babies that are 
born. 

It is very interesting, really somewhat amus- 
ing, to listen to an obstetrician of national repu- 
tation here make the statement that he posi- 
tively declines to turn the infant over to the 
pediatrician until after the cord has been cut. 
I am somewhat envious of the babies born in 
Minneapolis and other centers where they have 
good obstetricians and pediatricians to do every- 
thing possible for their welfare from the time 
of conception. I even wish that I might be born 
again and have the excellent care that is possi- 
ble at this time of the world’s history. 


In Mississippi, with only four to eight doctors 
in many of our counties serving a population of 
fifteen, twenty, twenty-five and thirty thousand 
people, with no pediatricians, obstetricians or hos- 
pitals at all, but only general practitioners who 
must attempt everything from major surgery to 
dispensing their own drugs, the plans of the 
cities cannot be carried out. There are no med- 
ical students in many of these counties. Proper 
infant care is being inadequately received by the 
majority of infants. The increasing number of 
hospitals, good roads, public health nursing with 
special reference to maternal and infant hygiene 
activities, and the proper training and supervi- 
sion of midwives, all are factors that will enter 
into the solution of the problem of the newly- 
born. 


Dr, Grulee (closing).—The most important 
time for weighing before and after feeding is 
from the second through the fifth day. Where a 
mother is giving an insufficient quantity of milk 
you may have to carry it on longer. 

No matter how often you weigh the baby, you 
cannot predict how much it will get next time. 
The only way to be sure is to weigh the child 
before and after every nursing in the twenty- 
four hours, not omitting the night feeding. 

I am under the impression that children up 
North are very much the same as children down 
South. I believe the trouble in feeding newborn 
infants has not been too much concentration of 
food, but too little. I feed my premature babies 
weighing between two and three pounds straight 
albumin-milk mixtures with no dilution. 

I have not been able to differentiate between 
babies that have colic and those that have been 
spoiled. 


Dr. Litzenberg (closing).—You will remember 
that Margaret Warwick, of our University, found 
more hemorrhages of the newborn following ver- 
sion than forceps, and quite a number of hemor- 
rhages following normal deliveries. An example 
of hemorrhage not always due to operative 
trauma is cephal-hematoma. This occurs nearly 
as often in normal deliveries as in forceps deliv- 
eries. Hemorrhagic disease per se is as often a 
factor as is trauma. Rodda in his paper brought 
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out the fact that hemorrhagic disease is often a 
greater factor than trauma. In every delivery 
there is inevitably some trauma. 

I do not know of anything that is the cause of 
more deaths in the partially asphyxiated child 
than violent methods of resuscitation. I have 
with false pride sometimes said that I have resus- 
citated babies after two and a half hours’ work, 
but my pride always evaporated into the circum- 
ambient atmosphere, because not one of them 
lived. Prolonged efforts at resuscitation, partic- 
ularly if violent, are the cause of many infant 
deaths. 

The teaching of obstetrics in the average med- 
ical college is not properly provided for. Obstet- 
rics is called a major subject, and they have us 
keep our patients in the garret and give us a 
kitchen to deliver them in. In the year 1924, 
many years after Johns Hopkins had made itself 
a great reputation, they give it adequate facili- 
ties for teaching this major subject. God speed 
the time when every Class A college will have 
equal facilities. Then we shall have prenatal 
or antepartum care and better obstetrics in 
every way practiced by the general practitioner. 
Remember that obstetrics is the specialty of the 
general practitioner. 

Dr. Mulherin mentioned the baby’s rights. It 
was not unselfishness that made me give up the 
care of the newborn babies, but recognition of the 
baby’s rights. I cannot understand how any phy- 
sician could let his own desires stand in the way 
of saving a baby’s life. 

Taking the coagulation and bleeding time of 
every newborn baby is a means of saving life. 
The development of prophylactic methods every 
one knows is better than curing. 


Dr. Knox (closing).—The neo-natal mortality 
occurring at present in America is unnecessarily 
large because it is generally unrecognized; that 
is, the laity and even the profession do not 
recognize the unnecessary toll in human life 
which is now being paid at the threshold of ex- 
istence. When the mothers of families under- 
stand this situation, they will demand better 
care from the start, both for themselves and for 
their children, and when doctors now so largely 
interested in curative medicine give a large pro- 
portion of time and thought to prevention, the 
neo-natal mortality will be greatly reduced. 

This desired result, of course, will come 
slowly. It will come more rapidly in some places 
than in others, but it will be brought about 
through educational propaganda and_ through 
giving more systematic instruction in preventive 
medicine in our medical schools. Every doctor, 
no matter what specialty he takes up, unques- 
tionably should be interested in and give some 
time to the problems of community health. 
When this interest, lay and professional, in the 
conservation of life is thoroughly aroused, the 
unnecessary maternal and infant mortality, in- 
cluding the neo-natal, will be largely prevented. 


SOUTHERN MEDICAL JOURNAL 


391 


THE FRACTIONAL DOSE METHOD 
IN THE X-RAY TREATMENT 
OF SKIN MALIG- 
NANCIES* 


By J..M. MARTIN, M.D., 
and 
C. L. MARTIN, M.D., 
Dallas, Tex. 


There is often more than one way to do 
a thing well and in med‘cine the man who 
has learned how to cure the ills of man- 
kind by another method should cling to 
that which he understands so long as he 
gets desired results. 

In a new and vast country like the 
state of Texas, where large cities and 
modern x-ray equipments are few and far 
between, it is not uncommon for patients 
to go hundreds of miles for their treat- 
ment. Many of these cases are poor. 
They frequently make great sacrifices to 
get the money for traveling and living ex- 
penses to make a single visit to an x-ray 
laboratory. In the majority of cases a 
second or third visit would be out of the 
question. It is mainly because of these 
conditions that we have adopted a mode 
of treatment that enables us to be reason- 
ably certain of the curative effects. before 
sending a patient to a far-away home 
from which he will probably be unable to 
return. 

In order that we may not be misunder- 
stood, we shall review our technic in de- 
tail. Our transformers are of.the modern 
interrupterless type and are of three dif- 
ferent designs, all being operated from 
the commercial mains at 220 volts. Reg- 
ular treatment tube stands are _ being 
used. These stands are supplied with 
four cones, three round and one square, 
the diameters of the lower openings of 
which are *4, 114, 2 and 25% inches, re- 
spectively. When these cones are fitted 
to the treatment stands the targets of the 
coolidge tubes may be brought to within 
10 inches of the lower ends of the cones, 
which are made to rest firmly upon the 





*Read in Section on Radiology, Southern Medival Asso- 
ciation, Seventeenth Annual Meeting, Washington, D. C., 
Nov. 12-15, 1923. 
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Top—2320. Male, 73 years of age, farmer. Lower lip 
was sunburned in 1921. Lesion indurated and ul- 
cerated in center. Not sore except when ma- 
nipulated. Five erythema doses of x-rays removed 
the lesion. 

Bottom—1947. Male, 40 years of age, mechanic. Lower 
lip was cut and bruised three years before consult- 
ing us. Smoked a pipe for a long time and held 
the stem on the right side of the mouth. The 
lesion was exposed to six erythema doses of x-rays. 
There has been no evidence of recurrence after 
more than three years. 


skin of the patient. Allowing the cones 
to press rather firmly on the skin during 
exposure overcomes the annoyance from 
static, prevents the patient from moving, 
directs the beam of rays to the lesion and 
insures a standard distance between the 
target and the surface of the tissues. 
Two milliampere meters are kept in series 
during all therapeutic applications of the 
x-rays, whether superficial or deep. A 
stabilizer, while not absolutely necessary 
where large commercial generating 
plants are available, is a source of a great 
deal of comfort when accurate dosage is 
required. An alarm clock is started with 
each exposure and accurately measures 
the time. The factors used in every treat- 
ment are recorded and become a part of 
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the patient’s permanent record. The ta- 
bles are constructed of wood, heavily up- 
holstered and made as comfortable ag 
possible. The patient is put in a com- 
fortable position on the table and the tube 
and cone are so adjusted that the beam 
of x-rays falls as nearly as possible di- 
rectly upon the lesion and at right angles 
to its surface. The patient’s hands are 
placed at rest and covered and the patient 
is instructed that the hands must not be 
uncovered or raised, 


TECHNIC 


The following factors are used in each 
therapeutic application of x-rays when 
employed in the treatment of superficial 
skin malignancies: five-inch spark gap, 5 
milliamperes for from 5 to 10 minutes at 
a target skin distance of 10 inches, fil- 
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Top—996. Male, 65 years of age, carpenter. Always 
held nails in his mouth while shingling. Lower 
lip has been sore at different times during the 
past fifteen years. The lesion appeared in 1915. 
Two years later he received eight erythema doses 
of x-rays with the result seen in the second picture. 

Bottom—2644. Male, 61 years of age. The lesion ap- 
pears to have had its origin in a small papule 
about three years before the patient’s first visit. 
Three months before we saw him it began to break 
down and form an ulcer, but it was never painful. 
Six erythema doses of x-rays were administered 
to this lesion with the result seen in the secon 
picture. 
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Top—1878. Male, 67 years of age, carpenter. Had 
noticed scaly patches on his face for years. After 
an auto accident in which his face was bruised and 
scraped, several areas took on a rapid growth, and 
later became indurated and ulcerated in the cen- 
ters. In 1920 he received six erythema doses of 
x-rays over the lesions. Healing was prompt and 
there has been no recurrence to date. 


Bottom—2712. Male, 68 years of age, farmer. About 
a year ago while shaving he accidentally cut a 
mole beneath the right ear. From this the mole 
took on a gradual growth, became indurated and 
was breaking down in the center at the time treat- 
ment was begun. Six erythema doses of x-rays 
removed the lesion without leaving a noticeable 
scar. 


tered through 0.5 millimeters of alumi- 
num. Estimating the dose by the With- 
erbee and Remer method, the 5-minute 
exposure produces one erythema dose on 
the skin. When the time of the exposure 
is increased to 10 minutes the effect on 
the skin amounts to two erythema doses. 
The exposure is repeated every other day 
until 4 to 6 treatments have been given 
directly over the lesion and near-by tis- 
sues. At the end of six days, when the 
fourth treatment is given, the area ex- 
posed should begin to show tissue 
changes evidenced by redness, heat and 
actual shrinking and sometimes by soft- 
ening of the indurated mass under treat- 
ment. If the growth is small and thin, 
the treatment should be discontinued, but 
if it be thick, the exposures should be con- 
tinued until 8 or 10 have been given. _ 
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The accumulated effects of these ex- 
posures is to soften and disintegrate the 
growth. During the first few days the 
patient may experience relief from sore- 
ness and pain. As the lesion breaks down 
there is usually an abundant thin yellow 
discharge with a tendency toward crust 
formation. This stage may be painful, 
especially when the lesion is on the lower 
lip. If the treatment has been suf- 
ficiently vigorous to destroy the malig- 
nant cells, healing begins in two or three 
weeks at the outer margin and gradually: 
advances toward the center. The exu- 
dates form crusts which may drop off 
every few days. These crusts gradually 
grow smaller and smaller until the cen- 
ter is reached, leaving the area occupied 
by the lesion smooth and the tissues soft 
and practically free from cicatrices or no- 














Top—2593. Female, 67 years of age. The lesion ap- 
peared on the dorsal surface of the hand as a s 
patch beneath which an ulcer slowly formed. The 
ring around the lesion was caused by the pressure 
of the treatment cone. The second picture indi- 
cates the result obtained from six erythema doses of 
x-rays. : 

Bottom—2581. Female, 60 years of age. Eighteen 
months before her visit a small growth of a warty 
nature appeared on the left side of the upper lip. 
Six weeks before we saw her it took on a rapid 
development and began to break down in the cen- 
ter. Eight erythema doses were given through a 
small cone. The lesion promptly disappeared. 
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Top—2455. Male, 55 years of age, farmer. Growth 
appeared in 1910. The development was slow until 
1920, when it began to disintegrate in the center, 
from which a discharge having a characteristic odor 
was noticeable. Six erythema doses of x-rays com- 
pletely removed every trace of the lesion. 


Bottom—1749. Female, 38 years of age. A small ulcer 
appeared beneath the right ear in 1905, was treated 
with a plaster in 1916. When first seen in 1920 
the lesion was the size of a silver dollar, indurated 
and deeply ulcerated in the center. This case was 
obstinate from the first. Three series of x-ray 
exposures were given over a period of twelve 
months. The lesion would almost heal, then break 
down again. The final result of the treatment is 
seen in the second picture. There has been no evi- 
dence of return after more than two years. 


ticeable atrophy. It has been our ob- 
servation that destructive tissue effects 
_of this kind do not, as a rule, result in 
the ugly atrophy and telangiectases, so 
frequently seen in tissues exposed to 
smaller doses of unfiltered rays from a 
low vacuum tube. At the end of 10 to 14 
days, during which 6 or 8 exposures are 
given, the effect of the treatment will be 
sufficiently manifested to warrant a rea- 
sonably accurate conclusion as to the 
final results, If from the apparent effects 
of the treatment it is thought that the 
growth has been destroyed, the patient 
may be allowed to go home with a rea- 
sonable assurance that when the derma- 
titis has healed the lesion will have dis- 
appeared. When the growth under treat- 
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ment is located where there is a proba- 
bility of metastases in near-by glands, 
exposures of a higher voltage are used 
with the following factors: eight-inch 
spark gap, 5 milliamperes, 10 minutes at 
a 10-inch target skin distance with a fil- 
ter of 4 millimeters of aluminum. When 
calculated by the method of Witherbee 
and Remer these factors will deliver to 
the skin 40/45 of an erythema dose. It 
would appear that this estimation is about 
correct, since if the time is increased 
from 10 to 12 minutes, delivering 1-3/45 
of an erythema dose, the skin will show 
a distinct tan and sometimes a mild de- 
gree of vesiculation. Forty forty-fifths 
of an erythema dose may be repeated 
every three weeks with safety, provided, 
no marked degree of reaction has fol- 
lowed a previous exposure. 

Recently we have been using a filter of 
0.5 millimeters of copper with 140 peak 
kilovolts and 6 ma. at a 12-inch target 
skin distance, using 60-minute exposures 
with good results. The glands under the 
jaw often become temporarily swollen 
and tender after such a dose. 

In the treatment of superficial skin le- 
sions it is important to remember that 
the larger the area exposed the smaller 
the dose required. When using the small 
cone and the factors mentioned above, a 
10-minute exposure is often necessary, 
while with the larger cones, except in 
very thick lesions, 5-minute exposures 
will suffice. 

During the pioneer days and before we 
had developed a dependable technic, ad- 
vanced cases of skin malignancy were 
first treated surgically and later exposed 
to x-rays. These cases did no better than 
similar cases do now without operative 
interference, and the cosmetic effects 
were less satisfactory. If, in our opin- 
ion, a lesion can be destroyed by x-ray 
treatment, we oppose even the removal of 
a section for microscopical examination. 
Much as we should like to know the type 
of growth and to have the pathologist’s 
report as a part of the case record, we 
are convinced that the use of the knife 
may increase the danger of metastasis 
while the cautery is too often productive 
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of ugly scar tissue. The rapid destruction 
of large superficial lesions of any type 
may be successfully accomplished by 
means of electric coagulation with little 
or no fear of metastasis or secondary 
hemorrhage, provided the tissues are not 
completely charred. Postoperative x-ray 
treatment should immediately follow 
electric coagulation. X-ray treatment 
will lessen the probability of recurrence 
and decrease the size of the resulting 
scar. 

Our diagnosis depends upon a careful 
history and a close inspection of the le- 
sion. Our observations and conclusions 
are recorded and made a part of the pa- 
tient’s record. Photographs are taken at 
the beginning of treatment and at differ- 
ent stages of the progress of the case. 
When the lesion has healed we ask the 
patient to send us a negative made by 
his local photographer. Many of our for- 
mer patients call at the office while mak- 
ing their annual pilgrimage to the Texas 
State Fair, at which time final pictures 
are always made. Prints from these neg- 
atives are properly dated, recorded and 
filed with the case histories. Complete 
reports of the patient’s condition are 
made at each subsequent visit. When a 
patient is dismissed, 10 postal cards are 
given him, each of which bears our ad- 
dress on the face. On the reverse side 
are printed the words, case number, folio 
and page, together with the following 
questions : 

Has the growth disappeared? Has there been 
any evidence of return? Have there been any 
new developments at other points? Are you 
using any kind of treatment? Is your weight 
stationary? What is the state of your general 
health? Remarks. 

Before the cards are delivered to the 
patient his case number and the dates on 
which the several cards are to be returned 
are written in red ink on the backs. The 
10 cards are inclosed in an envelope on 
which is printed the purpose of the cards 
and how they are to be filled in and re- 
turned. You will notice that the patient 
need not sign the cards, as the case num- 
ber will identify him. When the cards 
are properly returned, one every six 
months, they cover a period of five years. 
When these cards are received back at 
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the office they are promptly answered, 
properly recorded and filed. Should a pa- 
tient fail to return the cards regularly, 
we write him once a year, usually just be- 
fore the Christmas holidays. To these 
letters we usually get a reply. If the pa- 
tient has died some member of the family 
will answer and furnish the facts. This 
simple method of keeping up with~ the 
progress of our cases has been in‘ use 
nearly five years. The method is inexpen- 
sive, requires very little work and is pro- 
ductive of good results. 


The following pictures, taken from our 
files, will illustrate the class of cases be- 
ing treated and their appearance and 
condition before and after treatment. 


DISCUSSION 


Dr. E. C. Samuel, New Orleans, La.—lIn over 
4000 cases which Dr. Martin has treated there 
have been no failures and the least we can say 
is that this is phenomenal. We have treated 
quite a number of malignancies of the lip and I 
am convinced that in at least 60 to 65 per cent 
you get metastasis, especially of the glands, no 
matter what you do. The surgeon may do a 
block dissection and still you have metastasis 
in some other place. We have always preferred 
to give the patient a single heavy erythema 
dose and then let him wait to see what the re- 
sults will be. I cannot understand just what the 
reaction in these growths must be and just what 
is happening. Either the x-ray produces a cau- 
terization or there is something taking place 
there that we know nothing about at the present 
time. With the amount of radiation the patient 
is getting, there ought to be a rapid coagulation 
of the surrounding tissues or in the immediate 
neighborhood. One of the things we have scru- 
pulously avoided is any breaking down of the 
tissues or the superficial growth. 

If Dr. Martin will tell us if any of these cases 
have come back with recurrence, where the re- 
currences were and what he is doing for them, 
it will help us in explaining just what is taking 
place in these growths. 


Dr. J. W. Landham, Atlanta, Ga—Dr. Mar- 
tin’s results might be explained partly by the 
fact that the surrounding tissues assist mate- 
rially in this resistance. Over-treatment, as Dr. 
Ernst brought out in his paper, is very unde- 
sirable in malignant conditions. We want to 
study the case, the location of the malignancy, 
and apply the dosage that is suited for the par- 
ticular lesion we are dealing with. We know 
that in leukemia the decrease in the number of 
leukocytes is not due entirely to the destructive 
effect of the radiation. There are also devel- 
oped in the patient certain leucolytic substances 
that have the property of lowering the blood 
count. That has been proven very satisfactorily 
by Krumbaar and Smith, who transfused pa- 
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tients who had not been treated with the blood 
of a patient who had leukemia and who had 
been treated by radiation. They have found 
that this blood will materially lower the leuco- 
cyte count in any leukemic patient who has not 
been treated otherwise. 

So reasoning from this standpoint in a case 
of malignancy, it is reasonable to suppose that 
we have certain enzymes or certain substances 
formed in the blood or certain resisting sub- 
stances in the surrounding tissues that enter 
materially into the production of the healing of 
the lesion or the curing of the lesion. 


According to McCarty and Broders, 97 per cent 
of superficial malignancies are above the clavi- 
cles. The great majority are in men. Most of 
them are in farmers. We do not know why. 


Most of these cases come some distance to be 
treated and are from the rural districts, as 
stated by Dr. Martin. The x-ray laboratories 
are of course in the large cities. I think most 
of us follow the plan of treatment with some 
slight changes that Dr. Martin has followed. 
My plan has been to give thirty minutes’ expos- 
ure at one sitting, using one millimeter of alum- 
inum as a filter. The distance is the same as 
stated by Dr. Martin. The patient is instructed 
to return home and come back in six weeks for 
observation. That is about the equivalent of 
Dr. Martin’s formula. He uses a five-inch gap. 
I have been using an eighty-five kilovolt sphere- 
gap with the other factors about the same ex- 
cept that I give thirty minutes at one sitting 
instead of giving five minutes every other day 
for four to six treatments. In that way you re- 
duce the expense to the patient. They do not 
have to stay in the city for ten days to two 
weeks, which is an important factor, and the re- 
sults are probably about the same. They have 
been entirely satisfactory to me. 


Dr. C. A. Simpson, Washington, D. C.—I feel 
that many of these cases have had overdosage 
of x-ray, and that we can get good results in the 
majority of epitheliomas without such overdos- 
age. As Dr. Samuel has said, a dose of rays 
such as has been delivered in the majority of 
these cases would act more as a cautery than as 
an x-ray. It is very important, as Dr. Ernst 
brought out, to get the effect of local tissue im- 
munity. Lymphoid infiltration surrounding these 
lesions is very helpful in the cure. If we pro- 
duce such a violent reaction as some patients 
will have after this dose of x-ray, the best re- 
sults in certain cases would be somewhat jeop- 
ardized. 


It is extremely important to diagnose these 
cases as quickly as possible. I do not believe in 
biopsy on them, but that most of the doctors 
who see them should try in every way possible 
to make a diagnosis before giving such a tre- 
mendous amount of x-ray. 


We should study these minute ulcerations, lift 
the scab off and see if there are any bleeding 
points or erosions, and observe closely the out- 
line to see if there are any elevated or carti- 
laginous edges. All these points in diagnosis 
are very important, especially when we are seek- 
ing to make a diagnosis before any treatment 
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and without a biopsy. If one fails to do this 
then a biopsy and a Wassermann reaction may 
aid one in a diagnosis. 

The question of the fractional dose in x-ray 
therapy of epithelioma of the face I do not be- 
lieve is a step in the right direction. We can- 
not hope for better results in medicine and sur- 
gery than by the x-ray treatment of skin epi- 
theliomas. We can cure probably 100 per cent 
if they are not on the vermillion border of the 
lip. Most of the advance in x-ray therapy in 
skin cancer has been due to the massive dose 
treatment. I seldom am required to treat one 
of these patients more than twice, and I can 
hardly agree with the Doctor in going back to 
the fractional dose method. 

I agree with Dr. Samuel that Dr. Martin has 
been very fortunate in not having bad results 
from metastasis in some of these cases, espe- 
cially some of the cases involving the cartilage 
of the ear and the lip. In my experience it has 
been very difficult to deal with these lesions by 
any method. There is no doubt about the large 
amount of x-ray required in the lip cases. I do 
not believe a man with an epithelioma of the lip 
of the extent of some of these cases should trust 
his life to x-ray alone, much as I believe in 
x-ray. A method that is much superior to x-ray 
and radium in these cases is heat. I am a firm 
believer in fulguration before we x-ray them. 
We should not neglect giving the patient every 
possible advantage. We do neglect the oppor- 
tunity of relieving some if we fail to use heat 
fulguration with the x-ray or neglect to ful- 
gurate the case thoroughly before trusting to 
either x-ray or radium. 


Dr. W. P. Whittington, Asheville, N. C—For 
thirty years I have been treating superficial ma- 
lignancies. Before we had radium or x-ray, I 
used a paste with an arsenious acid base, the 
old quack cancer paste, and I saved many pa- 
tients’ lives. Later I began using the old static 
x-ray machine and cured a great many cases by 
what Dr. Martin has described as the fractional 
dose, giving the treatment every other day for 
a certain length of time. Many cases yield to 
this treatment. Our technic was very crude 
and our methods were all guess work. Later as 
I increased my x-ray equipment and experience, 
I have been using such doses as Dr. Martin has 
advised, but at longer intervals. I have found 
that epithelioma, especially the spindle celled 
type, of the lower lip has been very resistant to 
treatment by the x-ray by our method. For the 
last four or five years I have adopted Dr. Wil- 
liam L. Clark’s method, which he calls desicca- 
tion and coagulation, the former fulguration 
method of Dr. DeKeating Harte. I have come 
to the conclusion that it is the most satisfac- 
tory method of treating superficial malignan- 
cies, especially around the face and lip. 

One of our theories in x-ray treatment is that 
the effect of the ray is first to produce erythema 
of the lining membranes of the vessels and de- 
struction of the alveoli and small vessels with in- 
hibition of the blood supply. The second is that it 
penetrates the surface to a depth where the sur- 
rounding healthy tissues take care of the lesion. 
I can see no other reason for Dr. Martin’s beau- 
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tiful results than this very thing. He does with 
the x-ray in fractional doses .exactly what was 
considered possible by Dr. Gray with a massive 
dose. As Dr. Gray has remarked, he produces 
by a continuation of fractional doses what is 
really a massive dose and it destroys the circu- 
lation and the cellular tissues and allows Nature 
to throw off these malignancies and heal the 
condition. 


Dr. T. A. Groover, Washington, D. C.—It 
seems foolish for any one to criticise Dr. Mar- 
tin’s technic in the face of the results he has 
shown us. I am not prepared to say that the 
divided dose is responsible for his success. It 
may have some points of superiority over the 
single massive dose, but I believe that the real 
secret of his success lies in the fact that he gives 
a tremendous lot of x-ray. : 

It is not uncommon for a surgeon to remove 
a wedge from the lower lip for cancer and then 
refer the patient to the roentgenologist for 
treatment over the neck. It seems to me that is 
bad practice. The roentgenologist has no diffi- 
culty in curing the local lesion. We could do 
that just as well and I think a great deal better 
than the surgeon. The problem of treating can- 
cer of the lower lip is not that of curing or de- 
stroying the local lesion. That can be done by 
several different methods, but the real problem 
lies in treating the lymphatic glands below the 
jaw. Dr. Martin’s results are superb, and in 
view of this fact I would not presume to criti- 
cise his technic. 


Dr. Martin (closing).—A few years ago Dr. 
McGlasson, of San Antonio, in talking to my 
friend, Dr. Shelmire, very seriously said there 
were only two things in dermatology that gave 
him any trouble. Dr. Shelmire asked him what 
they were and he replied, “Diagnosis and treat- 
ment.” We are all in the same boat with Dr. 
McGlasson. I think you misunderstood what I 
said about per cent of cures. I did not mean to 
intimate that we cure 100 per cent of our cases. 
What I intended to say was that the treatment 
has not in a single case produced any undesira- 
ble effects in the form of telangiectasis, cicatri- 
zation or skin atrophy. We treat some cases 
that we do not cure and a few that we do not 
greatly improve. Just what per cent we have 
cured I do not now know, but we are closely fol- 
lowing these cases by sending out report cards 
covering a period of five years and we hope some 
day to be able to make up a reliable percentage 
of our cures. 


We do not even claim that every case has been 
correctly diagnosed. We have not made any 
considerable number ef biopsies. If I had what 
appeared to be an epithelioma I would allow no 
one to take out a section for diagnosis. We have 
more respect for the lives of our patients than 
we have for science. I do not believe that Dr. 
Simpson has a higher regard for accuracy in 
diagnosis than we have. We write rather com- 
plete histories, but we do not deem it wise to 
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make histological examinations in these cases. 
From long experience we have considerable con- 
fidence in our ability to diagnose malignant le- 
sions from their gross appearance. Whether 
they be basal or prickle cell growths is another 
question. When using our treatment technic, 
which is sufficiently intense to destroy the most 
malignant of the various types of skin cancer, 
we do not believe that a histological diagnosis 


is of major importance. In the title of this pa- . 


per we might have used the term “divided 
doses.” The term “fractional” simply refers to 
the fact that we give a fractional part of a cura- 
tive dose at each treatment. I did not mean to 
convey the idea that we are giving small doses, 
If there is any one thing that contributes to our 
success more than any other, it is the fact that 
we are using heavy doses of x-rays in the treat- 
ment of skin malignancies. When your house 
is on fire you are not going to sit around and 
wait for the roof to fall in before sending for 
the fire company. Since we have learned that 
our intensive technic does not produce x-ray 
burns that will not heal, we have had more sat- 
isfactory results. Sometimes the lesion is not 
destroyed. When this happens we are of the 
opinion that the dose was not heavy enough. 
We do not want cases that somebody has treated 
ten, twenty or thirty times with very small doses. 

Early in my work I used small repeated doses, 
The older men here remember that years ago 
Grubbe recommended small doses over a period 


of four months. Some men are today using. 


Grubbe’s early technic. By our technic the skin 
receives one erythema dose in five minutes and 
two erythema doses in ten minutes. The 
method that Dr, Ashbury gave us is very simi- 
lar. However, according to the calculations of 
Witherbee and Remer, his dose is equal to one 
and a fourth erythema doses. It does not make 
any difference what method we use so long as it 
is effective and we cure our patients. Our 
method calls for a massive dose. By giving it 
in fractions over a period of several days we 
can watch the accumulated effects step by step 
and day by day. It is deemed important to use 
daylight instead of any kind of artificial light for 
observing the oncoming erythema. In very early 
cases one exposure may be all that is necessary. 
If the lesion is indurated and elevated with 
rolled edges and an ulcerated center, two or 
more exposures consisting of four or more 
erythema doses will be required. We must give 
enough x-rays to destroy the growth whether we 
give it all in one exposure or in divided doses, 


A heavier dose than is really necessary is better 


than not enough. 
When the scarring and after-effects of the 


treatment are no more pronounced than the ef-. :: 


fects shown in the cases presented on the screen; 
we do not believe that a patient so treated can 
ever be expected to come back and say that he 
is sorry he had the work done. Again, do not 
understand me to say that we are curing all of 
these patients. 
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INTRASPINAL THERAPY IN THE arsphenamined serum by small amounts 


TREATMENT OF NEURO- 
SYPHILIS* 


By Lewis M. GAINEs, M.D., 
Atlanta, Ga. 


The problem of syphilis is one of the 
great problems of medicine today, and 
neurosyphilis constitutes a very impor- 
tant fraction of the problem. Recent 
studies appear to show that in 25 per cent 
of all cases of syphilis the nervous system 
is involved. Of these a certain proportion 
do not exhibit subjective symptoms, but 
may be regarded as candidates. The num- 
ber of those in whom subjective symptoms 
occur is legion. From this, it appears ad- 
visable to conduct a complete neurological 
survey of every patient who has had syphi- 
lis or in whom objective symptoms suggest 
the possibility of its presence. 

The problem of therapeusis in neuro- 
syphilitics is one which every neurologist 
and internist must attempt to solve. The 
question at the present moment is: Is 
there any crystallization of opinion as to 
the best solution of this problem? Has 
the combined experience of workers in 
this field been productive of definite 
statements as shown by definite results? 

Roughly speaking, three methods are 
now in vogue for the treatment of neuro- 
syphilis: (1) intensive antisyphilitic med- 
ication consisting of arsphenamin intra- 
venously at various intervals combined 
with the use of mercury variously given 
and ‘iodids by mouth; (2) drainage of the 
spinal fluid preceded by arsphenamin in- 
travenously; (3) intraspinal therapy fol- 
lowing principally three different plans. 
The first plan is the original method de- 
scribed by Swift-Ellis. The second plan 
consists of the use of mercurialized serum 
as described by Byrnes. The third plan 
consists of the various modifications of 
the Swift-Ellis method such as those de- 
scribed by Ogilvie and by Fordyce, in 
which plan there is a fortification of the 





*Read in Section on Neurology and Psychiatry, Southern 
Medical Association, Seventeenth Annual Meeting, Wash- 
ington, D. C., Nov. 12-15, 1923. 


of arsphenamin. 

Schaller and Mehrtens, writing in 1922, 
make the observation that other than an 
inclination to advise intraspinal medica- 
tion in difficult cases, there has been little 
tendency in the literature on the subject 
to indicate the type of therapy most 
likely to benefit a particular case. A sim- 
ilar conclusion has been reached by me 
as the result of a review of the literature 
as well as by personal communications 
with neurologists and internists. It would 
appear, therefore, that there might be 
some value to be derived from an effort 
to obtain definite opinions from the group 
of workers who are most in contact with 
this problem. To this end, a question- 
naire was submitted to a selected list who 
might reasonably be considered to repre- 
sent the existing state of opinions in all 
parts of the United States. 

Questionnaires were submitted to fifty- 
eight neurologists and internists. Of this 
number thirty-eight acknowledged receipt 
of the inquiry, but for various reasons 
only twenty-five replied in full. Of the 
twenty-five who replied, fourteen use 
some form of intraspinal therapy, while 
eleven are opposed to its use. Of the 
fourteen who use intraspinal therapy, all 
except one use either the Swift-Ellis 
method or a modification thereof consist- 
ing of fortification of arsphenamined se- 
rum such as is described by Fordyce. 
Byrnes, of Baltimore, uses the method 
described by him. This method is also 
used by Schaller in certain cases. Cotton, 
of Trenton, N. J., administers the serum 
both intraspinally and intracranially, the 
latter method being used only in cases of 
paresis. The majority of workers have 
been using intraspinal methods for a pe- 
riod of time extending from seven to ten 
years and thus feel that they are quali- 
fied to judge of their results. The total 
number of cases which have been treated 
by those who have thus responded to the 
inquiry may be roughly estimated as be- 
tween one and two thousand. 

In regard to an opinion of the group 
who still use intraspinal therapy as ta its 
value: two (Jelliffe and Hunt) express 
doubt. Three (Dana, Moleen and Os- 
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nato) feel that results are favorable only 
in certain cases, particularly tabes and 
paresis. The remainder feel encouraged 
by their results in the entire group of 
neurosyphilitic cases in which this plan of 
treatment is indicated. The question at 
once arises as to the type of case which 
should be treated intraspinally. In this 
connection the conclusions of Schaller, of 
San Francisco, whose intraspinal cases 
now total three hundred in round num- 
bers, may be quoted as representative of 
this group of workers. The conclusions 
are that intravenous and intramuscular 
therapy cause symptomatic improvement 
in a majority of cases, but that serolog- 
ically only 19 per cent clear up entirely. 
If simple spinal fluid drainage be added, 
symptoms are further improved as well 
as spinal fluid pathology. Intraspinal 
medication appears to be most useful in 
the meningo-parenchymatous types, in- 
cluding tabes. On the whole, intraspinal 
medication using the original Swift-Ellis 
method with different modifications 
thereof as well as the Byrnes plan, ap- 
pears decidedly superior in its effective- 
ness in clearing the spinal fluid. Forty- 
eight per cent of the cases become cleared 
through the use of intraspinal methods 
as against 19 per cent following the in- 
travenous method. 


The further recommendations of Schal- 
ler would appear to be representative of 
the advocates of intraspinal therapy. 
These recommendations are that in the 
treatment of the individual case of neuro- 
syphilis it would seem proper to begin 
with intensive intravenous and intramus- 
cular medication particularly in vascular, 
meningovascular and_ diffuse lesions. 
Failure to reduce the spinal fluid findings 
to negative after a thorough trial should 
suggest the advisability of using more 
intensive methods. Of such methods he 
recommends the trial first of drainage 
combined with intravenous injections and 
the reservation of the Swift-Ellis (origi- 
nal or modification) or the Byrnes 
method for cases resistant to the forego- 
ing efforts. The resistant cases will -be 
found particularly in tabetics. He con- 
cludes further that patients with optic 
atrophy and the neurosyphilitics without 
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cerebrospinal fluid pathology derive no 
advantage from intraspinal medication. 

The feeling of the entire group is pes- 
simistic regarding the results in paretics. 
Perhaps the most optimistic is Cotton, 
who uses both intraventricular and _ in- 
traspinal therapy and states that at the 
New Jersey State Hospital they are able 
to discharge at least five or ten cases of 
paresis a year which they consider im- 
proved. Their records indicate that ‘many 
of these will remain out of the institution 
three or four years, but finally relapse. 
Cotton feels that such results are ob- 
tained only in early paresis and that in- 
traventricular treatment is more effec- 
tive than intraspinal medication in such 
cases. 

Fordyce, an enthusiastic advocate of 
intraspinal therapy, reaches apparently 
similar conclusions to Schaller, and ob- 
serves that in the majority of cases of 
neurosyphilis treatment given by other 
than intraspinal methods is seldom pro- 
ductive of cure. His belief is that while 
clinical symptoms are modified or disap- 
pear for a time, they usually return the 
serology of the spinal fluid and blood be- 
comes negative for a definite period. He 
feels, therefore, that a more direct meth- 
od of attacking the spirochetes in the cen- 
tral nervous system is achieved by the 
use of intraspinal therapy. Success or 
failure in the use of such therapy depends 
upon the observance of rigid technic and 
of persistence. The degree of persistence 
is to be estimated by the reaction of the 
blood and spinal fluid. 

In submitting the questionnaire, and in 
reviewing the most recent literature, an 
effort was made to ascertain whether in- 
traspinal therapy had been injurious and 
if so how frequently. It is rather inter- 
esting to note that out of the very large 
number of treatments given there should 
have been so few injuries. A number of 
the advocates of the method report no 
untoward results, notably Cotton and 
Byrnes. Schaller with a record of fifteen 
hundred treatments reports only one case 
of injury. This was a case in which the 
Byrnes method was used. The interne 
ran the mercuric chlorid up to 1/25 of a 
grain contrary to the custom of never ex- 
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ceeding 1/50 of a grain. The result was 
incontinence of the bladder, which 
appeared permanent after two years. 
Grinker reports two cases of incontinence 
of bladder and rectum with paraplegia. 
Graves, of Galveston, Tex., in 50 cases 
treated by the Oglivie modification has 
seen two apparently permanently in- 
jured. Solomon reports cases of paraple- 
gia, the number not stated. Patrick, an 
opponent of the method, has seen about a 
dozen unfortunate results attributed to 
the method, one a tabetic who suffered a 
permanent paraplegia, who before treat- 
ment was able to play a good game of 
tennis. Abrahamson had the discourag- 
ing experience of seeing six injurious ef- 
fects in nine cases. Dr. Greenacre in 
Meyer’s Clinic at Baltimore, using the 
Swift-Ellis and Byrnes method on about 
forty cases, saw four who suffered loss of 
sphincter control or paraplegia. 

It would appear after digesting such 
reports that a certain small percentage of 
cases are definitely injured by the intra- 
spinal method where foreign substances 
are introduced. The character of the in- 
jury is apparently in the nature of a de- 
structive effect on the lower cord leading 
to the characteristic paraplegic syn- 
drome. Certain of these cases can be 
definitely attributed to faulty technic. In 
others, one might hesitate to attribute 
such a cause. On the whole it is surpris- 
ing how seldom the cord is injured when 
- one considers the total number of treat- 
ments given and the opportunities for 
imperfect technic. 

- To summarize the results of the ques- 
tionnaire it is quite striking that the 
opinions are almost equally divided con- 
cerning the advisability of intraspinal 
therapy. The advocates of the method 
:. feel that they have been able to show that 
there is a definite group of cases of neu- 
rosyphilis which fail to respond to other 
methods of treatment, but which yield to 
the intraspinal method. They also feel 
that the principal criterion of cure or ar- 
rest is the reduction of the pathological 
spinal fluid to normal. Such reduction is 


accomplished by intraspinal therapy in a 


larger number of cases than by any other 
method. They also feel that while many 
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cases respond symptomatically to other 
methods, such improvement is transient if 
the spinal fluid continues to show the 
pathological characteristics of neurosyph- 
ilis. They insist upon a careful selection 
of cases to which intraspinal therapy is 
to be given, and they also insist upon a 
most rigid technic as well as upon a per- 
sistent application of the method in spite 
of discouragements. When such plans 
are carefully carried out, the group as a 
whole feels that the injuries resulting 
from the method may be considered neg- 
ligible. 

The opponents of intraspinal therapy 
base their objections principally on two 
grounds, namely: first, that the method 
is of no value; second, it is dangerous be- 
cause of the accidents incident to the pro- 
cedure. It is also stated that the amount 
of pain and prostration following the ad- 
ministration is not counterbalanced by a 
sufficient improvement to justify its con- 
tinuance. Thus Hassin refers to his 
views published in 1915. In this article 
he states that from January to May of 
that year he gave forty-six injections to 
twenty-nine patients, of which twenty 
had tabes in the ataxic and paralytic 
stages, two had paresis, six had far ad- 
vanced cerebrospinal syphilis and one was 
not syphilitic. On this basis he reports 
no improvement clinically, although there 
was some reduction of the spinal fluid. 
He felt at that time that the good results 
obtained by others using intraspinal 
methods would have been secured just as 
satisfactorily by other plans of treat- 


‘ment. 


Another ardent opponent, Patrick, has 
tried the method in not over a half dozen 
cases and concludes that the method is of 
no value and apt to be injurious. 

W. A. Jones, of Minneapolis, reports 
the use of the method in thirty cases of 
tabes and cerebrospinal syphilis, and 
while observing no injurious effects, 
abandoned intraspinal therapy ‘as the 
benefits were transitory and _ wholly 
valueless. Some of his cases showed tem- 
porary improvement, but he felt that 
when symptoms returned they were more 
difficult to handle by any method. 

Greene, of Jacksonville, Fla., has used 
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during the past two years in approxi- 
mately one hundred cases, principally in- 
cipient tabes, the plan of treatment of 
administering hypertonic salt solution 
followed by arsphenamin intravenously 
in four to six hours and this in turn by 
drainage of the spinal fluid. This is a 
modification of fluid drainage which has 
not been used by any others of those who 
answered the questionnaire. 

Charles R. Ball, of St. Paul, Minn., 
abandoned intraspinal therapy, as _ he 
could discover no benefit from its use. 
He reports that he divided a group of 
cases, chiefly tabetics, into two divisions, 
to one of which intraspinal therapy was 
administered and to the other neoars- 
phenamin intravenously three times a 
week for twenty-five injections combined 
with the use of potassium iodid by mouth 
and mercury intravenously. He conclud- 
ed that the group on the latter plan did 
better. 

Dr. Phyllis Greenacre, in Meyer’s Clinic 
at Johns Hopkins Hospital, Baltimore, 
bases her conclusions upon her results 
during the past five years. For the first 
year and a half intraspinal therapy was 
used upon about forty patients. During 
the remainder of the time the method has 
been intravenous arsphenamin followed 
by drainage of the spinal fluid. In com- 
paring results she concludes that the 
Swift-Ellis method was relatively inef- 
fective, producing little change in the pa- 
tient’s symptoms or in the fluid reactions, 
that the use of mercurialized serum while 
changing fluid reaction rapidly and in 
several cases arresting symptoms, were 
nearly always associated with marked 
pain, and sometimes severe prostration 
and injury to the cord. On the other 
hand, she concludes that with the drain- 
age method favorable results have been 
obtained from in 25 to 30 per cent of all 
cases. The type of case in her series was 
almost exclusively the paretic. 

Dercum’s views of the value of the 
drainage of the spinal fluid are well 
known and require no amplification at 
the present time. 

It will be seen therefore that two work- 
ers in the group of opponents do favor 
intraspinal therapy in so far as drainage 
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of the spinal fluid constitutes an intra- 
spinal procedure. They might possibly 
be classed with the advocates in a limited 
fashion. The remainder of the group, 
however, regard themselves as entirely 
opposed to any method of intraspinal 
therapy whatever. It is rather striking 
to observe that as a group the number of 
cases in which the method has been em- 
ployed has been small, and that appar- 
ently the cases have not been selected 
as peculiarly adapted to this method. 
Apropos, are the cases of Hassin which 
were very advanced and could not be rea- 
sonably expected to Yespond to any 
method. Furthermore, the cases of pa- 
resis should form a separate group in 
considering the value of intraspinal ther- 
apy. 

Personal Cases.—No attempt is made 
at this time to present a statistical report 


-of my own experience with intraspinal 


therapy, but rather to relate a selected 
number of illustrative cases which ap- 
pear to the writer to show very definite 
advantages resulting from the use of in- 
traspinal therapy. The cases selected are 
cases which have failed to respond to 
other methods, but which show either ap- 
parent. cure or decided improvement fol- 
lowing the use of the intraspinal method. 


Case I—A business man, age 32, was seen in 
1916, presenting typical symptoms of syphilitic 
spastic paraplegia. There was partial paraly- 
sis of both legs, weakness of the sphincters and 
impotence. The patient was seen in consulta- 
tion and his physician was advised to employ 
arsphenamin intravenously with mercury and 
iodids. ; 

The patient was not. seen again’ by me until 
two years later in August, 1918, when he showed 
some improvement, being able to walk with a 
spastic gait, but he was still impotent and with 
weak sphincters. At that time there was an ex- 
aggerated knee jerk with double ankle clonus. 
He had been given a great many injections of 
arsphenamin intravenously together with mer- 
cury and iodids, but with only partial relief. 


The spinal fluid examination made on Septem- 
ber 1, 1918, showed 195 cells per cubic millimeter 
with 4-plus_ positive Wassermann in ‘all 
strengths of the fluid. 


This patient was given arsphenamin followed 
by spinal drainage on four occasions at two- 
week intervals. On February 26, 1919, he 
showed remarkable improvement in that he was 
able to run up stairs without difficulty, had re- 
gained full control of the sphincters and his im- 
potence had disappeared. 
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On March 24, 1919, the spinal fluid showed 11 
cells per cubic millimeter and the Wassermann 
reaction was negative with 0.2 mils of fluid, but 
we secured a 4-plus positive with 0.1 mil of 
fluid. 

At the present time the patient has remained 
well without further treatment, so well, in fact, 
that he has refused further spinal fluid exam- 
ination. He married several years ago and has 
an apparently healthy child. 


Case I].—A farmer, age 60, was seen in Feb- 
ruary, 1922, who ten days before had rather 
suddenly developed a left-sided hemiataxia with 
hemianesthes‘a. There was a history of syphi- 
lis ten years previously. The pupils were of the 
typical Argyll-Robertson type. The spinal fluid 
gave a 4 plus positive Wassermann reaction 
with 26 cells per cubic millimeter. This patient 
was given a number of series of intravenous in- 
jections of arsphenamin together with full doses 
of mercury and iodids. His ataxia improved to 
a certain degree and there was some restoration 
of normal sensation, but he continued to have 
numbness in the left hand and left foot. On Oc- 
tober 31, 1922, there were 18 cells per cubic mil- 
limeter in the spinal fluid and the Wassermann 
reaction was still 4 plus positive. 

In December, 1922, he was put upon the fol- 
lowing plan of intraspinal therapy: 0.4 grams 
of arsphenamin were given intravenously. After 
45 minutes 60 mils of blood were removed, from 
which the serum was obtained, inactivated and 
fortified with 0.1 milligram of arsphenamin. 
This serum was then given intraspinally after 
removal of 30 mils of spinal fluid. At the time 
of beginning this treatment there were 60 cells 
per cubic millimeter and the Wassermann reac- 
tion was 4-plus positive. The patient was given 
six similar treatments at two-week intervals, 
gradually increasing the fortification of the 
serum until at the last administration the serum 
was fortified with 0.2 milligrams of arsphena- 
min. The spinal fluid examined in February, 
1923, showed 12 cells per cubic millimeter and a 
negative Wassermann, 

The patient clinically improved to a ‘remark- 
able degree and was able to attend to a large 
business through the spring and summer with 
little difficulty. 


Case III.—A clerk, age 29 years, was seen in 
June, 1921. His complaints were insomnia, 
mental depression and at times mental confusion 
with various parasthesias, particularly on the 
left side. The pupils were of the typical Argyll- 
Robertson type, the left pupil being about twice 
the size of the right. 

The spinal fluid contained 22 cells per cubic 
millimeter and a 4-plus Wassermann reaction, 
as did the blood. ° This patient was given ars- 
phenamin intravenously together with mercury 
and iodids in full doses. Under this plan of 
treatment he improved somewhat clinically and 
his blood Wassermann became negative in Au- 
gust, 1921, but the spinal fluid at the same time 
contained 20 cells and remained 4-plus positive. 

The plan of spinal drainage was next em- 
ployed following the intravenous administration 
of arsphenamin. After persisting in this plan 


for over a year, the patient receiving a large 
number of spinal drainages, in series, together 
with mercury and iodids, the clinical condition 
appeared to be very little changed. In January, 
1923, the spinal fluid contained 30 cells per cubic 
millimeter and the Wassermann was still 4-plus 
positive. At this time the use of fortified ars- 
phenamin serum such as was described in the last 
case was begun. The patient-received four treat- 
ments. At the time of the last treatment on 
March 6, 1923, there were 12 cells per cubic mil- 
limeter and the Wassermann reaction was nega- 
tive. 

The patient returned for observation on Au- 
gust 3, 1923. He had gained substantially in 
weight and clinically appeared better. At this 
time the spinal fluid contained 22 cells per cubic 
millimeter and the Wassermann reaction re- 
mained negative. No treatment had been given 
intraspinally since March 6, 1923. 


Case IV.—A hotel proprietor, age 56 years, 
was seen in September, 1922, who related the 
gradual progression of characteristic tabetic 
symptoms beginning with incontinence of urine 
in 1917. This patient had suffered many things 
of many physicians. His case was rather long 
in being correctly diagnosed and it was not until 
1921 that he was told he had tabes. From 1921 
until I saw him first he had had 23 injections 
of arsphenamin intravenously with an indefinite 
but very large amount of mercury and _iodid. 
The most recent injections had occasioned severe 
reactions. The urine contained a large amount 
of albumin and enormous numbers of hyalin and 
granular casts. The svinal fluid contained 75 
cells per cubic millimeter and the Wassermann 
reaction was 4-plus positive. The clinical find- 
ings were characteristic of moderately advanced 
tabes. The patient with some reluctance con- 
sented to intraspinal therapy, which was first ad- 
ministered in February, 1923. On account of 
the urinary findings, which had, however, almost 
cleared by this time, and on account of the se- 
vere reaction to intravenous arsphenamin, the 
patient was given fortified arsphenamined serum 
obtained from another patient. Three such 
treatments were administered, the last one on 
May 22, 1923, at which time the spinal fluid con- 
tained 35 cells per cubic millimeter and the Was- 
sermann test remained 4-plus positive. 

The striking feature of this case, however, is 
that despite the unaltered reactions of — the 
spinal fluid, the patient has improved to a re- 
markable degree clinically. His gait shows com- 
paratively little disturbance and he drives his 
car with ease. There is no incontinence of urine 
where previously it was a troublesome symptom. 
His lancinating pains have almost disappeared 
and he has gained 10 pounds in weight. Need- 
less to say this patient is an ardent advocate 
of intraspinal therapy. 


CONCLUSIONS 
(1) Intraspinal therapy appears to 
have a very definite place in the therapy 
of neurosyphilis. 
(2) A careful selection of cases should 
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be made. It appears advisable first to 
undertake less radical measures. If the 
cases are res‘stant clinically and serolog- 
ically, intraspinal therapy should then be 
applied. It appears probable that most 
cases of tabes and all cases of paresis 
should be subjected to this method at 
once. 

(3) Certain injuries, particularly per- 
manent paraplegia, may occasionally oc- 
cur. The possibility of such injuries 
may be considerably lessened by the ob- 
servance of rigid technic which is of the 
greatest importance in the successful ap- 
plication of any of the intraspinal meth- 
ods. 

(4) A systematic and persistent appli- 
cation of intraspinal therapy, checking 
results by the effect on the spinal fluid, 
is ind‘spensable. 

(5) Of the three plans used in intra- 
spinal therapy, namely, the original 
Swift-Ellis method, the fortification plan, 
and the method of Byrnes, all have yielded 
good results. There is less reaction of a 
painful character in the two former meth- 
ods. 

(6) Not a few cases of neurosyphilis 
have been arrested or cured by intraspinal 
therapy when all other methods had 
failed. 


65 Forrest Avenue 





DISCUSSION 


Dr. C. M. Byrnes, Baltimore, Md.—Ever since 
the introduction of intraspinal therapy in 1912 
by Swift and Ellis there have been two diver- 
gent views as to its value or rationale. The 
idea arose, in all probability, from the preceding 
work of Flexner upon the direct treatment of 
spinal meningitis. It was a common observa- 
tion that certain forms of cerebrospinal lues, 
when treated by the older therapeutic methods, 
exhibited a certain degree of improvement be- 
yond which only slight, if any, benefit was de. 
rived. No doubt it was due to this experience 
and the previous work of Flexner that Swift and 
Ellis were persuaded to adopt a more radical 
procedure in 1912. Within the same year I be- 
gan to use the Swift-Ellis method, and employed 
lt repeatedly and continuously for about eight- 
een months. About this time, Ravaut and Mari- 
nesco in France had begun to use the direct form 
of therapy, in which either one of the arsenical 
preparations or some form of metallic mercury 
was administered, but unfortunately several un- 
happy experiences were recorded. Shortly there- 
after an unfortunate series of accidents occurred 
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on the Western coast where, I think, five cases 
died following the use of arsphenamined serum. 
These accidents were attributed to deterioration 
of the serum which had been prepared a number 
of hours before it was to be administered. These 
experiences were destined to give intradural 
therapy an unfavorable position; so that, from 
the very beginning there were those who de- 
nounced the method as unsafe. The procedure 
was supported by Swift and Ellis and myself, 
while its opponents were found in Sachs, Strauss 
and Kalisky in New York, who still, I think, 
maintain a very antagonistic attitude. In many 
instances the opinion has been formed upon in- 
sufficient experience. Failure to practice selec- 
tive therapy, early discouragement, and an oc- 
casional unfavorable consequence, are still fur- 
ther sources of adverse criticism. 


Dr. Gaines’ letters of inquiry have revealed the 
limited experience upon which some of the op- 
ponents of intradural therapy have denounced 
it as undesirable. Hassin has, for example, ex- 
pressed an unfavorable opinion after having 
treated 29 cases in which he administered a 
total of 46 injections, or less than two per case. 
One of the patients was not luetic and two of 
them were paretic. Patrick has had even fewer 
cases. Jones has had a more extensive experi- 
ence with 30 cases, while Ball does not state the 
number of types of syphilis in which he has used 
the method. In Greenacre’s statistics there were, 
I believe, 40 cases, and of these the great major- 
ity were paretic. 

Little attention has been given a very impor- 
tant contribution by Dixon and Haliburton deal- 
ing with the diffusion of drugs and dyes from 
the vascular system into the cerebral spinal fluid 
and from the cerebrospinal fluid into the vascu- 
lar system. It was found that in extremely rare 
instances was there any transfusion from the 
vascular system into the cerebrospinal fluid, 
whereas in the opposite direction diffusion was 
more commonly observed. During the course of 
my study of mercurialized serum I made a series 
of investigations to determine whether or not 
mercury is transmitted from the blood stream 
into the cerebrospinal system. For this purpose 
15 cases were divided into groups of five and 
treated by mercurial inunctions to the point of 
saturation by intramuscular injections of mer- 
cury and with mercuric chlorid by mouth. The 
spinal fluid was then obtained and sent to a 
competent chemist in Baltimore, who reported 
that in only one instance did he find the slightest 
trace of mercury, and in this instance it was 
too minute to obtain a quantitative estimate. It 
seems, therefore, that there is some _ experi- 
mental evidence to support the adoption of di- 
rect therapy in these cases. 


It is, furthermore, a common clinical experi- 
ence that some types of cerebrospinal syphilis 
respond admirably to the indirect form of ther- 
apy, while others appear to be more rebellious. 
A carefully selected therapeutic regime is, there- 
fore, desirable. There are five types of cerebro- 
spinal syphilis: the meningeal, the meningo-mye- 
litic, the so-called gummatous infiltrating type, 
a vascular type, and finally the true so-called 
parenchymatous lesions of tabes or general pa- 
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ralysis. In the great majority of cases of vas- 
cular cerebrospinal syphilis the spinal fluid is 
negative in all its phases, the neurologic symp- 
toms are largely of circulatory origin, and the 
lesion primarily within the vessel wall. It is 
this type in which astonishing recoveries are 
sometimes recorded, and in which the advocates 
of systemic therapy find their most convincing 
evidence for the adoption of more conservative 
methods of treatment. 

It may be well to say a word about the reac- 
tion following intradural therapy. When my 
article appeared in 1914 in the New York Neu- 
rological Society the opinion was expressed that 
reaction to the treatment is largely an individ- 
ual peculiarity; that certain cases react to any 
form of intradural dosage while others are more 
resistant. I used the Swift-Ellis method for a 
year and a half and in that period found a num- 
ber of cases in which the reaction was as in- 
tense as from any of the other methods, while, on 
the other hand, some of the patients failed to 
exhibit any reaction. It was customary’ with 
me, however, to leave a standing order for pan- 
tapon or morphin, and to have the patient cath- 
eterized, since retention was not an uncommon 
sequence. I have, however, not found the latter 
order necessary after the use of mercurialized 
serum. It has been stated that the reactions 
become more severe with each succeeding treat- 
ment, but this is not invariably the case; and I 
have often seen a patient who reacted badly to 
the first treatment receive the subsequent ones 
without the slightest discomfort. 

The therapeutic results of intradural treat- 
ment are sometimes striking. I have just dis- 
charged from the hospital a patient who came 
to me because of gastric crises. He was a typ- 
ical tabetic who had had 62 Sw‘ft-Ellis treat- 
ments when he consulted me without any change 
in the spinal fluid, which was still strongly posi- 
tive with a cell count of between 50 and 
After two doses of mercurialized serum his 
spinal fluid Wassermann became negative for the 
first time. The reaction was said to be not so 
severe as those he had previously experienced. 
The crises ceased for the first time in six weeks. 
A second individual was brought to me com- 
pletely paralyzed in the legs and with little use 
of the arms.. His speech was defective and both 
sphincters were paretic. He was given six in- 
travenous doses of arsphenamin without evi- 
dence of any real improvement. Three doses of 
mercurialized serum were then given at ten-day 
intervals, and the patient is now able to drive 
his automobile and attend to his usual business 
affairs. 

It has been stated that intradural treatment 
is unnecessary, and in some cases is distinctly 
harmful. I have administered approximately 
1000 treatments within the dura and, with the 
exception of variable degrees of reaction, have not 
observed the slightest evidence of injury to the 
spinal cord or cauda equina from the use of mer- 
curialized serum, although I have been asked in 
consultation to see two paraplegic patients in 
whom the injury apparently followed the admin- 
istration of arsenicalized serum. Spiller has, 
nevertheless, recently reported the occurrence of 
very definite spinal meningitis following a sim- 
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ple diagnostic lumbar puncture, in which rigid 
aseptic technic had been observed. 

A final word may be said concerning spinal 
drainage as a therapeutic measure, and the 
method of administering intradural treatments. 
Gilpin claimed that removal of a certain amount 
of spinal fluid so changed the osmotic pressure 
that the meninges were rendered more perme- 
able by soluble salts within the circulating blood. 
As a matter of fact, a change in fluid pressure 
does not necessarily alter the osmotic conditions. 
Osmosis depends upon the degree of concentra- 
tion of soluble salts on the two sides of a dif- 
fusible membrane. It has also been suggested 
that lumbar puncture and drainage with result- 
ing irritation of the meninges creates a greater 
degree of permeability. If this be true, advo- 
cates of the method should be able to demon- 
strate within the spinal fluid of patients thus 
treated a larger percentage of the therapeutic 
which has been intravenously administered. 

In the administration of therapeutic sera it 
has been the custom to remove a volume of spinal 
fluid equal to the volume of serum which is to be 
introduced; but it has been my practice to with- 
draw sufficient fluid to reduce the spinal fluid 
pressure to 30 millimeters (water) before intro- 
ducing the serum. The manner in which the 
fluid escapes from the needle is not an accurate 
or reliable method of determining the pressure. 
Following the introduction of the serum, the 
foot of the bed is elevated six inches and the pa- 
tient is instructed to lie on his back for half an 
hour, and then upon the abdomen for the same 
length of time. The bed is then lowered, the 
temperature recorded every two hours, and an 
order is left for liquid diet, and a dose of panto- 
pon in case the reaction is especially painful. 

Dr. M. L. Graves, Galveston, Tex.—Those who 
have seen fit to treat one or two or half a dozen 
cases of luetic disease of the nervous system 
intraspinally and have abandoned it finally as 
a useless method are entirely illogical. When I 
was a student I knew little about any luetic dis- 
ease except general paralysis, locomotor ataxia, 
and, perhaps, Erb’s syphilitic paraplegia. We 
were taught that the organism lay latent in the 
economy and attacked the nervous system after 
20 to 40 years. Gradually, with increasing 
knowledge of this subject, it came to be recog- 
nized that the incidence of neurological syphilis 
was much earlier and Hazen, in his admirable 
text book, called attention to the fact that in 
two to ten years the infection of the nervous 
system gave definite manifestations, and a year 
or two ago Fordyce in the American Journal of 
Medical Sciences gives his opinion that in the 
larger group of cases neurological syphilis re- 
sults within one year after the primary infec- 
tion. I believe I have seen neurological syphi- 
lis within the first two months after the primary 
invasion. 

Stokes a few years ago proposed that cases 
that resisted twelve intravenous injections of 
good doses of arsenic could be regarded as Was- 
sermann-fast cases, provided subsequent to that 
time the Wassermann was 4-plus, as it was 
prior to the beginning of the treatment. Dr. B. 
W. Fontaine, of Memphis, in a paper last year 
stated that cases having twelve treatments 
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intravenous arsenic could be regarded as Was- 
sermann-resistant cases, while the administra- 
tion of 18 doses with a Wassermann still 4-plus 
would suggest a diagnosis of Wassermann-fast. 
I have at the present moment two patients who 
are coming to me, one a man 56 years of age, 
who is without a history of lues and without evi- 
dences of the disease. He came to see me on 
account of high blood pressure, the blood pres- 
sure being probably an expression of luetic in- 
fection. He has a 4-plus Wassermann reaction 
after 20 doses of neoarsphenamin intravenously 
administered. I have another case between 30 
and 40 years of age who has had some 30 doses, 
each dose of intravenous neoarsphenamin with- 
out change in his Wassermann. Neither of 
these patients has ever had any intraspinal 
treatment. 

If one takes early vascular syphilis, just how 
early definite lesions beyond the blood vessels 
are established, one does not know, because it in- 
volves first of all an irritation and inflammation 
of the media and intima and then perivascular 
infiltration with round cells. Whenever that is 
a nervous tissue, particularly in the posterior 
ganglia of the cord and ‘in the cord itself, it _is 
not long until actual neurological structural dis- 
ease is established. If it is in the meningo- 
vascular type, in which the exudation is early or 
active, at any rate, with administration of intra- 
venous therapy and intraspinal therapy you are 
likely to get exceedingly good results. But if 
you wait until a thoroughly insulated, isolated 
gumma is established or until parenchymatous 
degeneration has been established in the neu- 
rones and cells themselves, I do not see how you 
are going to get any positive and permanent re- 
sults. For some years prior to the publication 
of the Swift-Ellis method in 1912 and the Byrnes 
method in 1914, we had given considerable doses 
of mercury and arsenic intravenously and I am 
quite sure that I never had the positive and 
definite results that I have had in these cases 
since the establishment of intraspinal therapy. 
I have treated cases like chronic anterior polio- 
myelitis with more bizarre and unusual forms 
of muscular atrophy believed to be of luetic 
character. I have seen such a patient entirely 
recover with negative serology of the blood and 
spinal fluid after, perhaps, 75 doses of intra- 
venous and at least 50 doses of intraspinal ar- 
senic. I have treated cases of Erb’s_ spastic 
spinal paraplegia. If they are obtained in the 
early periods of the disease excellent results can 
be secured, but after final degenerative changes 
and replacement of the cells with fibrous tissues 
have occurred it is utterly impossible to get a 
result by intraspinal or other methods. I be- 
lieve that most satisfactory results in the treat- 
ment of neurological syphilis are obtained in the 
treatment of certain symptoms of locomotor 
ataxia such as gastric crises and pains. I have 
had these symptoms disappear, with satisfactory 
results, under intraspinal therapy when intra- 
venous therapy had failed. 

Dr. Frederick Peterson, of New York, wrote 
me several years ago that he had rarely seen a 
remission of general paresis under any system 
of treatment that lasted more than six months. 
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That was my experience before, but I have seen 
repeatedly since the administration of intra- 
spinal treatment remissions and functional res- 
toration of the patient to a symptomless condi- 
tion lasting from one to five or six years, and 
these are not infrequent. I would rather follow 
the advice and the experience of a man like 
John A. Fordyce than men who have given half 
a dozen treatments and pronounced it a failure. 
I have gone into the records of these cases with 
Dr. Fordyce himself in his office and the accu- 
racy of his work, the functional restoration of 
his patients, the persistence of their functional 
restoration, and the negative character of the 
serological findings of the blood and spinal fluid 
are sufficient to convince any man. 

My first permanent ill result was one of my 
early cases of intraspinal treatment by injection 
of mercury by Dr. Byrnes’ method shortly after 
he published his method. The result was due 
to the faulty technic, which consisted in giving 
the first injection of 1/25 of a grain instead of 
1/50. The patient suffered a very severe reac- 
tion and paralysis of his bladder and bowel with 
symptoms that kept up for a long time. The 
other was a case of intraspinal arsenic in which 
permanent paresthesiae were produced in the 
feet and legs, probably due to neuritis produced 
by faulty administration of the drug. 


Dr. R. F. Sheehan, New York, N. Y.—When 
Dr. Byrnes first brought out his method he fur- 
nished me through the firm which made his 
preparation a large amount of mercurialized 
serum to use on a series of cases. I reported 
my results in 1920 and 1921 in the Military Sur- 
geon. 

At the Government hospital we had furnished 
to us at first an alien serum containing 1/50 
grain of corrosive sublimate and a No. 2 prepa- 
ration containing 1/25 grain. We used this on 
the neurosyphilitic service, which was large. 
In connection with the Government Hospital for 
the Insane, service in the United States Navy, 
and as consulting neuropsychiatrist to the United 
States Public Health Service in New York, I 
have done over 2000 spinal punctures without 
any bad result. We have used all methods of 
treatment, selectively and intensively; mercu- 
rialized serum of Byrnes, Swift-Ellis, Swift- 
Ellis-Ogilvie, modified by spinal drainage, the 
fortified method as used by Fordyce, arsphena- 
min, sulpharsphenamin, sodium potassium tar- 
tro-bismuthate, etc. We had 300 cases of syph- 
ilis on Ellis Island during the war and follow- 
ing the war period. The Naval Hospital serv- 
ice included one ward of 30 cases. All of these 
were watched as regards serological and cyto- 
logical findings very accurately. The work on 
the spinal fluid was done at the Naval Hospital, 
New York, the United States Naval Medical 
School, Washington, and the United States 
Army Medical School by Col. Reasoner. In ad- 
dition to that we have had fluids checked by Dr. 
Zimmerman, of Johns Hopkins, and Dr. Hop- 
kins, of Columbia. We have not accepted re- 
ports from any one laboratory on any specimen 
of fluid, but a specimen of fluid was divided into 
three parts and sent to three laboratories. 
Checks of these gave astounding results. Lab- 
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oratories of good reputation did not agree on 
identical specimens, not as to the question of 
degree, but as to the actual fact, whether posi- 
tive or negative. We found that in estimation 
of fluids we were able to place great reliance 
upon the colloidal gold test devised by Lange, 
particularly as utilized at the Johns Hopkins 
Hospital. 

After the use of all these methods, watching 
the work of Cotton and at the Vanderbilt Clinic 
that of Fordyce, Mackie and McCafferty, I feel 
that we cannot say what is the best treatment 
in any definite case. Each case is an individual 
problem. 

I am not surprised at the results of Dr. 
Gaines’ questionnaire. Nobody can furnish sta- 
tistics of any value on six cases. As to the 
results of the Byrnes treatment, at first we used 
the alien serum because it was easier to obtain. 
We found that there was no particular advan- 
tage in using human serum. 


With the first injection our patients very sel- 
dom complained of the reaction. On the second 
injection, according to the first plan as enun- 
ciated by Dr. Byrnes, we were to increase the 
dose to 1/25. In doing this we often had quite 
marked reactions, so much so that patients re- 
fused further treatment. Then we omitted the 
1/50 and used 1/25 as No. 1 injection. This did 
not make much difference. I have had one case 
who was treated by the Byrnes method, who 
came to me with all the symptoms of tabo- 
paresis, and who made a functional recovery. 
He became negative at all levels. His fluid was 
absolutely negative in three laboratories. The 
man was able to resume his occupation during 
the war. He wrote me that he was able to play 
tennis. 

In all tases our scheme of treatment, while 
selective, included the intravenous injection of 
arsphenamin, the intramuscular injection of 
salicylate of mercury, or of oxycyanide of mer- 
cury intravenously. We have also used inunc- 
tions in those cases where we were giving other 
preparations intramuscularly. I have always 
used sodium iodid up to the point of toleration, 
so that I cannot say to you that one series of 
cases has been treated alone by the Byrnes 


‘method. The Byrnes method gave me excellent 


results in cases particularly of locomotor ataxia. 
We have been able to restore men to their orig- 
inal occupations. I have two cases in which 
men wore urinals which they have been able to 
discard. I can show you cases of locomotor 
ataxia which to accept the statement of the man 
himself are well, in which the man had pupillary 
changes, hyperesthesias, anesthesias, ataxia and 
all the things we are accustomed to see. 


I have seen Cotton’s work done. I consider 
that possibly it is of some advantage in selective 
cases. I would not use it as a matter of rou- 
tine. 

Unquestionably there is a reaction with the 
Byrnes method. After two or three injections 
they were worse. A little codein or phenacetin 
tided them over the reaction. I have never had 
untoward xesalts from the Byrnes method and 


the production of incontinence or sphincter in- 





volvement. I have cases in which we have done 
40 spinal punctures on one man without any un- 
toward effect. 


A spinal puncture should be done as a routine 
thing. In all cases of secondary syphilis there 
is involvement of the nervous system. I had a 
case on my service at the Government Hospital 
for the Insane of actual paresis in nine months 
after the primary lesion. For that reason we 
never do a spinal puncture on a man with posi- 
tive serum until he has had some treatment, 


There is no question that spinal drainage is of 
value as an adjunct. Spinal puncture should 
never be done without a manometer. It has 
been my custom to remove 30 mils of fluid, which 
is the approximate amount to inject. In New 
York they feel that it is not necessary to reduce 
the pressure; that they can put in an additional 
amount by gravity without any great difficulty, 
and that the increased intraspinal pressure 
which they believe they attain is of benefit. In 
all the secondary cases there is involvement of 
the central nervous system. When you get in- 
volvement of the parenchyma of the cord and 
brain structure, where treponemata have gone 
into the deeper tissue, gotten out of the way of 
the blood stream, if you will, then I think we 
have to attack them more intensely, and there 
is the place for intraspinal therapy. The results 
to be obtained from it make it worth while. I 
do not know whether the reduction of the spinal 
fluid enables us to affect passage of the choroid 
plexus by any agent put into the circulation. 
But in some cases where we have done spinal 
drainage following intravenous medication the 
results have seemed good. I cannot say that 
the intraspinal method is without danger. I 
have seen a number of cases who have been un- 
favorably treated. In one case, on the first 
treatment, the man died on the table. In an- 
other case, following the second treatment, the 
man became absolutely blind, and before that he 
had been perfectly well except for positive lab- 
oratery findings. You might say it was due to 
syphilis, not to the treatment. That is a ques- 
tion for argument. The treatment must be fur- 
ther worked out. 


Dr. William Litterer, Nashville, Tenn.—The 


fact that the blood is separate and distinct from 
the spinal fluid rendered the treatment of nerv- 
ous syphilis by the blood route very unsatisfac- 
tory. Numerous investigators have found that 
only about 30 per cent of their cases contained 
traces of arsenic in the spinal fluid after having 
had intensive intravenous treatment with ars- 
phenamin or neoarsphenamin. It is just as log- 
ical to treat a case of neurosyphilis intraspinally 
in cases where the Wassermann remains posi- 
tive in the spinal fluid after intensive treatment 
as to treat a case of tetanus by giving the anti- 
toxin intravenously and intraspinally. The same 
would hold true with cerebrospinal meningitis. 
We can treat a case of tetanus intravenously all 
we want to and we rarely ever save the case. 
When it is treated both intravenously, intra- 
muscularly, ane intraspinally, we have greater 
hope. 

I have at ‘eile ten cases that I have heard 
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from within the past six months. These cases 
commenced their treatment ten years ago. They 
have taken from fifteen to sixty intraspinal in- 
jections per individual. All of them are appar- 
ently in good health. Their symptoms have 
seemingly been arrested. 

Cases exhibiting syphilitic nervous manifesta- 
tions with a positive spinal fluid I first treat in- 
tensively with intravenous medication. If the 
spinal fluid is unaltered and little or no improve- 
ment is noted after such a treatment, then I re- 
sort to the Swift-Ellis method. If this fails I 
use the Ogilvie modified method. Sometimes 
these methods fail and then the Byrnes method 
is resorted to, in some cases with marked suc- 
cess, Several cases have responded happily 
with the Swift-Ellis and Byrnes methods used 
simultaneously. There are undoubtedly spiro- 
chetes that are resistant to arsenic, while others 
are tolerant to mercury. Try one line of treat- 
ment and if little or no benefit, resort to another 
or a combination of both. 


Dr. Gaines (closing).—I received only a few 
days ago, in reply to a questionnaire, a letter 
which was too late to be embodied in my paper. 
It is of an experience at the Boston City Hos- 
pital, very kindly furnished me by Dr. Luce, 
which I would like to quote briefly: Since Jan- 
uary, 1920, at the Boston City Hospital they 
have treated 213 cases. “I will not specify,” he 
states in the letter, “the different types of cases. 
Of all these cases, in which intraspinal therapy, 
of course, was used, in no single case were there 
any injuries.” 

Their conclusions are there that intraspinal 
therapy is indispensable in all cases even of a 
symptomatic central nervous syphilis. By these 
are meant the cases showing no signs or symp- 
toms of central nervous involvement such as 
positive laboratory findings in the spinal fluid. 
These cases, if treated by ordinary syphilitic 
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measures, will inevitably go on to definite neuro- 
syphilis. 

Intraspinal therapy is a method of value and 
opposition to it is illogical. Further efforts 
should constantly be made to standardize as far 
as possible the method of treatment and of se- 
lection of cases. 





BABY BORN WITH SIX TEETH: CASE 
REPORT 


By C. L. Horton, M.D., 
Bay St. Louis, Miss. 


A baby was born with six teeth fully erupted 
when, on October 25, 1923, I delivered a young 
colored woman of a seven months boy. After 
thirty-two years of hospital and general practice 
I confess I have never seen or heard of a baby’s 
being born with so many teeth. The teeth, all in 
the upper jaw (four incisors and two cuspids), 
were in normal position and were well shaped. 
There was no enamel, however, and they seemed 
to be of a cartilageous structure and would read- 
ily bend in any direction under slight pressure. 
The child’s parents are young, strong and 
healthy. There are three other children, none of 
whom was born with any teeth. 

This little fellow, not content with cutting his 
teeth from six to sixteen months ahead of time, 
insisted upon coming into the world two months 
too soon, and lost his life. 


Dr. J. A, Evans, a practicing dentist of this 
town, saw this patient with me the morning after 
he was born, and made a careful examination of 
the teeth. He says he has never before seen or 
heard of a similar case. If any of the readers 
has seen a similar case I would like to hear of it. 


gy Rims A IONES 


SS ee 








408 SOUTHERN MEDICAL JOURNAL 





June 1924 


TROPICAL DISEASES AND PUBLIC HEALTH 


A FOOD POISONING OUTBREAK AP- 
PARENTLY DUE TO BACILLI OF 
THE ENTERITIDIS GROUP* 


By J. E. NOBLE, B.S., 
Bacteriologist, District of Columbia 
Health Department, 
Washington, D. C. 


On the afternoon of May 23, 1923, about 
500 pupils of the McKinley High School 
of this city attended a dinner at the 
school given in honor of the Cadet Corps 
of that institution. Included in the menu 
were creamed chicken, potato salad, peas, 
hot rolls, pie, ice cream, and milk. This 
dinner was served by the regular mem- 
bers of the force of the cafeteria attached 
to the school, who have been employed 
there continuously for three years, as- 
sisted by four students. 

This dinner, served at 6 p. m., followed 
immediately a competitive drill between 
the companies attached to the various 
high schools, at which time the partici- 
pants, as well as the student body, were 
excited and fatigued. All students ate 
heartily, a great many taking more than 
one portion of all the foods served. 

Between six and twenty-four hours 
after ingestion of this meal about three 
hundred of the students exhibited symp- 
toms of gastro-enteritis, which were simi- 
lar to symptoms noted in such outbreaks 
as are on record, namely, nausea, abdom- 
inal cramps, diarrhea and a degree of 
prostration, and in some cases, chill and 
slight elevation of temperature. These 
symptoms were very noticeable and con- 
stant among the more severe cases. Chills 
and temperature rise were not recorded 
among those who were but slightly af- 
fected. Nausea, abdominal pains and 
diarrhea were present in all cases, vary- 
ing in severity in direct proportion to the 
infection. 





*Read in Section on Public Health, Southern Medical As- 
sociation, Seventeenth Annual Meeting, Washington, D.C., 
Nov. 12-15, 1923. 


I wish to cite one case in point, one of 
the mildest. For the clinical information 
given in all cases I am indebted to Dr. 
Joseph A. Murphy, Chief Medical Inspec. 
tor of Schools. 

On the morning following the dinner, patient 
“A” developed a severe headache and in the aft- 
ernoon between the hours of 3 and 7 attempted 
to take purgatives, which he was unable to re- 
tain. An enema was administered at 8 p. m. 
with good results. At 11 p. m. he had a slight 
chill. Between 3 and 8 in the morning he had 
several bowel movements, diarrheal in charac- 
ter. During this time a physician was called, 
who noted a temperature of 100.2 degrees Fah- 
renheit. No chills followed this rise in tempera- 
ture. 

At 4 o’clock that afternoon, the second day fol- 
lowing the dinner, the case was seen by Dr. 
Murphy, who reported these findings: the pa- 
tient was 14, well developed, and slightly over- 
weight; had a slightly elevated skin temperature, 
flushed face, tongue coated, pulse 104, temper- 
ature 99.5 degrees F., and respiration 22. Con- 
siderable gas distended the entire length of the 
colon, but no tenderness existed on either super- 
ficial or deep palpation of the abdomen. The 
patient showed anorexia, but complained of 
neither nausea, pains, nor Other discomfort. All 
persons affected, including this patient, recov- 
ered in from four to eight days, after which 
time they were apparently physically normal. 

There were no fatalities. Samples of 
all the foods on the menu, with the excep- 
tion of the pie and ice cream, were col- 
lected in sterile containers and delivered 
at the laboratory of the Health Depart- 
ment for examination. Unfortunately all 
unconsumed food had been left standing 
uncovered overnight and the _ resultant 
contamination made examination more 
difficult, as is usual in all such investiga- 
tions. 

The symptoms were quite unlike those 
caused by the Bacillus botulinus or its 
toxin. Nevertheless, efforts were made 
to isolate this organism or demonstrate 
the presence of its toxin. The attempts 
resulted negatively. All indications point- 
ed to the salmonella or paratyphoid-en- 
teritidis group, as very often some organ- 
ism of this group has been incriminated 
as the cause of an outbreak of the same 
character as the one under _ investiga- 
tion. All samples were examined for such 


organisms. As an initial step samples of 
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the peas, the liquor in the cans containing 
the peas, potato salad, salad oil, and the 
milk were plated on plain agar, Endo’s 
medium and Levine’s modification of the 
eosin-methylene blue medium of Harris 
and Teague. On none of these was any 
colony found which could be identified as 
being probably pathogenic. 

It was impossible to obtain samples of 
the creamed chicken, as it all had been 
served, but we were fortunate in procur- 
ing samples of the chicken which had 
been prepared for creaming. Specimens 
of the meat were triturated in a sterile 
mortar with plain broth. The resulting 
suspension was used to inoculate several 
of the three kinds of plates used for the 
other foods, and these cultures were in- 
cubated for twenty-four hours at 37.5 de- 
grees Centigrade. A close examination 
of the plates revealed only one suspicious 
looking colony, that one being found on 
the Endo’s medium. All plates were 
overgrown by a Gram-positive  spore- 
bearer, which undoubtedly explains the 
absence of suspicious colonies on the other 
media. The suspicious colony was trans- 
planted to triple sugar agar. It gave the 
typical growth and reaction of organisms 
of the salmoneila group. The stab pro- 
duced acid and gas in the butt with no 
change on the slant of the medium. 


Two-tenths of a milliliter of the tritu- 
rated extract of the meat was planted in 
each of several tubes of plain broth to 
which had been added a small amount of 
a solution of gentian violet. The growth 
in these tubes was plated on the three 
media after twelve hours’ incubation and 
fully half of the resulting growth of colo- 
nies was typical of the suspected group. 
Triple sugar agar inoculated from the 
colonies on the plates showed as well the 
typical appearance and acid and gas pro- 
duction. A pure culture of this suspicious 
organism was identified morphologically, 
bacteriologically, and serologically as the 
Bacillus enteritidis. This organism was 
agglutinated by a known antiserum of 
Bacillus enteritidis in a dilution of 1 to 
6000 after two hours and in a dilution of 
1 to 25,000 after twenty-four hours; the 
titer with its own antigen 1 to 50,000 
after twenty-four hours. Agglutination 


SOUTHERN MEDICAL JOURNAL 409 


was tried, using antisera of paratyphoid 
A, paratyphoid B, Bacillus aertrycke, Ba- 
cillus suipestifer and a polyvalent dysen- 
tery serum as well as that of the Bacillus 
enteritidis, resulting in a group aggluti- 
nation in the low dilutions of the para- 
typhoid B and suipestifer sera with com- 
plete clumping in all dilutions of the anti- 
enteritidis serum. These results seemed 
to indicate that the organism could be no 
other than the Bacillus enteritidis, which 
was verified by the results of inoculation 
of the sugar media and further bacterio- 
logical and biochemical tests. The or- 
ganism was Gram-negative, motile, and 
did not form indol. It reduced nitrates 
to nitrates and did not liquefy gelatin. 
Litmus milk was slightly acidulated on 
the second day and on the seventh was 
of the typical yellowish gray hue. Acid 
and gas were formed in each of the me- 
dia containing the following sugars: ga- 
lactose, dextrin, levulose, dextrose, mal- 
tose, arabinose, mannitol, sorbitol, gluci- 
tol, xylose, and rhamnose. No change 
was noted in the following sugars: sac- 
charose, salicin, inosite, and lactose. 

In consideration of the findings noted 
there was only one conclusion possible: 
Bacillus enteritidis had been identified. 
These identifying tests were all run in 
duplicate by the serologist of the Health 
Department, as well as by myself, inde- 
pendently of each other, and findings 
were identical when compared. 

Feces and urine were collected from 
five patients, on the second day, whose 
symptoms were most severe, and plated 
to determine the presence of any patho- 
genic bacteria. An organism identical 
with the one described above was isolated 
from all five specimens of feces and four 
of the five samples of urine, the colonies - 
appearing in great numbers on the plates, 
roughly speaking about half the growth 
being Bacillus enteritidis. After the 
symptoms had ‘subsided, in about eight 
days, and the patients were again appar- 
ently normal, similar examinations of the 
feces and urine were non-productive of 
anything even faintly resembling this or- 
ganism. On account of the advent of the 
summer vacation and the consequent 
scattering of the students it was found 
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impractical to secure further specimens. 

During the third day after the onset of 
the symptoms, agglutination tests were 
made, using the sera of the patients 
against known cultures of the Bacillus 
enteritidis and the organism isolated from 
the feces and urine. All of these tests 
gave negative findings, no further reac- 
tions being made because of the absence 
of the patients from the city. 

The chicken, which was proven to be 
the carrier of the infecting organism, 
was supposed to have been freshly killed, 


but this statement could not be substan- 


tiated. The faculty member at the school, 
under whose jurisdiction the cafe comes, 
stated that the chickens appeared to have 
been in storage, one of them having 
turned dark in color. Half of the chick- 
ens were cooked on the evening preced- 
ing the dinner and kept in a covered con- 
tainer on the stove. The remainder were 
prepared and cooked during the morning 
of the day of the dinner. There seems no 
doubt that the infected chicken was the 
cause of this epidemic of gastro-enteric 
disturbance, as the organism isolated 
from it and from the patients had identi- 
cal biological characteristics, both being 
proved to be Bacillus enteritidis. As a 
matter of academic interest, the feces 
and urine of all workers in the cafe 
proved negative for Bacillus enteritidis 
nor were any of them ill. We were un- 
able to ascertain when or how contami- 
nation of the meat occurred. 


The Bacillus enteritidis has been found 
in a great many domestic animals, among 
the number being guinea pigs, rats,’ dogs 
(Tony and Rahe),? calves (Meyer, Traum 
and Roadhouse),* flies,* and hogs® (al- 
though we have no proof that this bacil- 
lus is a normal habitant of any of these 
animals).® All of these animals act, in 
various ways, as sources of infection for 
man. In fact, the history of meat poi- 
soning epidemics has shown that they co- 
incide in a most remarkable manner with 
the consumption of meat from animals 
infected with septic diseases or infection 
subsequent to slaughter, caused, for the 
most part, by bacteria which are identi- 
cal, biologically, with those isolated from 
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the gastrointestinal canal of those suffer- 
ing from meat poisoning. 

The facts which have accumulated in 
the last few years concerning the dis- 
tribution and prevalence of bacteria be- 
longing to the salmonella or paratyphoid- 
enteritidis group, have led hygienists to 
express the belief that a small minority 
of the cases of meat poisoning are due, 
directly, to intra-vitam contamination of 
meat by such organisms. Savage’ made 
a survey of such outbreaks in England 
and the majority of them showed evi- 
dence pointing to the infection of food 
subsequent to slaughter. 

Infection of food may occur from un- 
clean handling, from material carried by 
flies, or from the feces of rats or mice de- 
posited on the foodstuffs. The period of 
incubation may depend upon various con- 
ditions, and in all food poisoning out- 
breaks varies from one to forty hours or 
even longer. Savage® states: 

“The variations are easily explainable, as in 
some cases the living, infective bacilli are in- 
gested with the food with but little or none of 
their toxic products. In such cases the incuba- 
tion period will be of appreciable duration, since 
time must elapse before the bacilli can manu- 
facture enough toxin to cause the manifestation 
of symptoms. In preparation to be eaten the 
bacilli may be killed, leaving only the heat-re- 
sisting toxic products. These, being preformed, 
will exert their poisonous properties rapidly. 
The majority of outbreaks must be looked upon 
as being caused by a combination of the bacilli 
and their toxic products; the bacilli having time 
to grow in the food before it was consumed.” 

This was evident in the outbreak under 

observation. 
' The Bacillus enteritidis may invade the 
blood stream and is usually present in 
the urine of patients suffering from the 
infection. The toxin or toxic products of 
this organism® withstands a considerable 
degree of heat and will not be affected by 
temperature ranging from 70 to 80 de- 
grees Centigrade, at which point the B. 
botulinus’® and its toxin or toxic prod- 
ucts are rendered innocuous. 

The conclusion has been drawn from 
the results of the clinical observations 
and laboratory findings during this epi- 
demic that most of the outbreaks of in- 
testinal disturbance following dinners 


and so forth, at which great numbers of 
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people partake of the same foods and 
some or all become ill, that in all such 
cases the cause may be directly traceable 
to a specific organism or toxin. We are 
too prone to accept the theory of pto- 
maines which, so far as is known, are not 
definite entities, and to overlook the obvi- 
ous facts that bacteria are known to have 
caused similar symptoms and, to state it 
mildly, the unpleasant aftermath. 


Stitt!' says that the diagnosis of pto- 
maine poisoning is practically never the 
correct one. 

“The split products of protein putrefaction 
have not been demonstrated to have a toxic effect 
when ingested. Such diagnoses are often ap- 
plied to cases which are found to be from enter- 
itidis, paratyphoid, dysentery or colon infec- 
tions.” 

This paper is presented in the hope that 
it may be of some aid in proving the case 
against the criminal bacteria and to as- 
sist the clinician in what may seem a 
most perplexing array of conflicting 
symptoms. No mention has been made 
of therapeutics, as this phase of the sit- 
uation rests in hands much more capa- 
ble, those of the internist. 
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DISCUSSION 


Dr. C. S. Butler, Commanding Officer U. S. 
Naval Medical School, Washington, D. C.—Cul- 
turally and immunologically it would seem that 
the cause of this outbreak was definitely proven. 
With the cumulative knowledge which we now 
have on outbreaks of this sort it is entirely pos- 
sible to determine the probable cause of the poi- 
soning from a study of the character and cir- 
cumstances of the outbreak. A similar outbreak 
from eating tongue occurred on board one of our 
ships. Most of the men were able to work the 
day following. 


The symptoms are entirely different from 
those of botulism. 


It is unfortunate that the diagnosis “ptomaine 
poisoning” in the sense of damage done by the 
split products of proteins was ever put on the 
nosological map. Ptomaine poisoning in that 
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sense is so rare as to be negligible in medicine. 
The only place where this diagnosis ever seemed 
to function properly was in the old days before 
the introduction of prohibition. The diagnosis 
then smoke-screened the after-effects of many 
bacchanalia. 


What is it that accounts for the evident im- 
munity of many people who swallow infected 
food? Is it that they have a mild infection, too 
mild to give rise to symptoms, or is it that they 
develop the healthy carrier state, or is their im- 
munity due to the explanation as given by Sav- 
age? In this epidemic of some 500 people who 
partook of the food only 300 manifested symp- 
toms. The history of most outbreaks of this 
character show disparity between the number of 
people who develop symptoms and the number 
who actually swallow the virus. It would seem 
that all the factors enumerated should take part 
in explanation of the fact. That many are act- 
ually infected is shown by the fact that their 
blood serum shows antibodies. On the other 
hand, many who have evidently swallowed the 
infective agent fail to show these antibodies in 
their serum. As in typhoid, cholera, dysentery 
and other filth-borne infections, probably many 
people may swallow the virus without acquiring 
the disease. 


Some of these food poisoning outbreaks result 
from carriers. That the carrier operates in en- 
teritidis infections is, to my mind, unquestion- 
able. That all who swallow Gartner’s bacillus 
do not necessarily manifest symptoms is no more 
remarkable than that all people who swallow 
cholera vibrios, typhoid bacilli or the cysts of 
amebae do not necessarily acquire the diseases 
which these organisms ordinarily produce. 


By the use of bacteriological, serological and 
epidemiological studies we are gradually coming 
to an understanding of this important group of 
organisms. These are the most important of all 
food poisoning bacteria, for while botulinus poi- 
soning is far more deadly than the poisoning 
from organisms of the Gartner group, the 
amount of damage that may be done in short 
order from the standpoint of morbidity is much 
greater than these latter. 


Some of the serious mistakes that have been 
made in regard to etiology have been made with 
the members of this group. Bacillus X of Stern- 
berg and the bacillus of Sanarelli were isolated 
from yellow fever patients and the latter organ- 
ism was for a time thought to be the cause of 
yellow fever. We know now that in both of 
these cases the infection of the blood stream 
was simply a terminal event. The organism 
probably invaded the blood stream during the 
latter part of the attack. Another instance of 
a mistake made with a member of this group is 
the matter of hog cholera infection. For a long 
time it was thought that the Bacillus suipestifer 
was the cause of hog cholera, so frequently was 
it found in association with this infection. Later 
investigations have shown that this bacillus is 
not the cause of the condition, but probably in- 
vades the blood of the pig when the blood ves- 
sels of the intestine have been damaged by the 
real virus of the disease, which is ultra-micro- 
scopic. These are cases in which bacteriologists 
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have attempted to interpret too literally their 
gross bacteriological findings. Organisms of the 
enteritidis group, as stated by the writer, are 
found normally in the intestinal tracts of vari- 
ous animals and cause some of the serious dis- 
eases of animals and fowls. They are not nor- 
mally present in the intestinal tract of human 
beings. 

By attempting to define too precisely the bio- 
logical and immunological characters of intes- 
tinal bacteria we may lose sight of the important 
consideration, which is what they do rather than 
what they are like. Typhoid and alcaligenes 
bacilli are usually organisms which cause ulcera- 
tion of the intestine and invade the blood 
stream. Paratyphoids A and B are more liable 
to invade the blood stream than are the organ- 
isms of the group that we are speaking about. 
The two bacteria most frequently found in meat 
poisoning epidemics have been Bacillus enteri- 
tidis of Gartner and Bacillus aertrycke. These 
organisms, in addition to causing choleric symp- 
toms, very often invade the blood stream and 
are capable of isolation therefrom. Dysentery 
and cholera organisms very rarely invade the 
blood stream, but produce most intense local re- 
action on the colon and small intestine, and their 
absorbed toxins produce the systemic symptoms. 
Bergey’s “Determinative Bacteriology” gives 17 
species of the genus Salmonella as occurring in 
man and animals. All of these species are 
pathogenic apparently for some one or more an- 
imals. All of these species are obligate para- 
sites in warm-blooded animals. Many are patho- 
genetic and either in their normal host or in 
certain circumstances may produce disease in 
other animals than those in which they normally 
occur. 


Dr. A. Parker Hitchins, Research Laboratory, 
U. S. Army Medical School, Washington, D. C.— 
As a result of financial assistance given in the 
last few years by the American Canning Asso- 
ciation, we know a great deal about botulism. 
We know that that is an exceedingly specific dis- 
ease. We ought, I suppose, to call it botulism 
or food intoxication, because it is specific, an in- 
toxication and not an infection. It is due to 
true bacterial toxins already existing in the 
food at the time of its consumption. In those 
food poisonings or food infections with symp- 
toms referable to the gastro-intestinal canal al- 
most exclusively, we rarely have botulism or 
food intoxication as the underlying cause. It is 
interesting to note that the more thoroughly and 
the more carefully outbreaks of food infection 
are studied, the more specific they are found to 
be. Before we knew anything about it we re- 
ferred to such things as ptomaine poisoning, but 
no one speaks of ptomaine poisoning today ex- 
cept the newspapers. Occasionally the newspa- 
pers manufacture an outbreak of food poison- 
ing. Of course, all outbreaks of ptomaine poi- 
soning are manufactured, because if foods con- 
taining ptomaines were placed before any one 
they would be in such putrid condition that they 
would not be eaten. 


The obstacles that Dr. Noble had to overcome 
in making this study he did not talk about. The 


chief obstacles were the lack of cooperation on 


SOUTHERN MEDICAL JOURNAL 





June 1924 


the part of those in charge of the patients. He 
got practically no cooperation in most places, and 
I think that is wrong and ought to be changed. 

When such outbreaks as this are studied, it is 
found that they are due to this group of bac- 
teria, that they are just as specific as typhoid 
fever, the salmonella group, the paratyphoid, 
the Gartner, and some others that have been 
mentioned. 


Dr. B. C. Keister, Washington, D. C.—Several 
years ago we saw a case due to one of the so- 
called rat exterminators. We found it was one 
of the paratyphoid group, which one I do not 
recall, and utterly worthless for the purpose in- 
tended. At a meeting of the Public Health Asso- 
ciation I called attention to the possibility of so- 
called rat exterminators’ being a possible cause 
of food poisoning and inflicting considerable in- 
jury upon the public, Just recently a paraty- 
phoid poisoning occurred in Richmond, N. Y.,, 
and I understand about sixty people were made 
ill. There are quite a number of these things on 
the market and they are distributed extensively, 
so it seems that there is one source of contami- 
nation which should be watched with extreme 
care. When we asked the distributor why he 
should not be denied the use of the mails he 
threw up his hands immediately and is no longer 
using them. 





THE ORGANIZATION OF THE JOINT 
CITY AND COUNTY HEALTH 
DEPARTMENT 


By WM. S. KEISTER, M.D., 
Health Officer, Joint Health Department, 


Charlottesville, Va. 


Public health work has been carried on 
very effectively and efficiently in our cities 
(especially the larger ones) for many 
years. This work became necessary be- 
cause of the fact that wherever large 
groups of people are congregated in com- 
paratively small areas, the spread of in- 
fectious disease is greatly facilitated and 
the death rate among the population in- 
creased, thereby making it imperative 
that public health agencies be organized 


to combat these diseases. The establish- . 


ment of public health departments were 
soon considered a necessary and integral 
part of the city government and were con- 
sidered as essential to the proper conduct 
of municipal affairs as the fire depart- 
ment, police force or any other agency. 





*Read in Section on Public Health, Southern Medical Asso- 
ciation, Seventeenth Annual Meeting, Washington, D. C. 
Nov. 12-15, 1928. " 
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Notwithstanding this fact, the public 
health forces of our cities (with few ex- 
ceptions) have been inadequately financed 
and too often controlled by politics. In 
studying the history of preventive medi- 
cine we have to turn to our cities for most 
of our information, as it is only fifteen or 
twenty years since such work has been 
effectively carried on in the rural districts. 
Too much cannot be said of the splendid 
results achieved in our cities when we con- 
sider the handicaps of inadequate appro- 
priations, untrained personnel, political 
influences, lack of public cooperation, etc., 
which these organizations had to combat. 

Rural health work, especially in the 
South, although still in the formative pe- 
riod, has made wonderful advances in the 
past decade. It is much harder to impress 
upon the rural population its value, as the 
people are much more scattered, disease 
does not spread as rapidly, and it is ex- 
tremely difficult to make them (particu- 
larly their representatives on the county 
board of supervisors) see the need for 
such work. Persuasion and education, 
rather than legislation, are the chief 
means of converting the public, and the 
work must advance by evolution rather 
than revolution. Startling results cannot 
be expected too soon. Great credit is due 
the International Health. Board and the 
United States Public Health Service for 
what they have done in aiding, and in 
some cases reorganizing, the state boards 
of health in the South. The cooperation 
of these agencies has meant much in the 
physical, economic and social life of our 
people and has given to the Nation an ex- 
ample of the most effective rural health 
work now being conducted. Many coun- 
ties now have whole-time health depart- 
ments, and others have one or more health 
workers. 


It would seem to the writer that we are 
rapidly approaching the stage of progress 
in public health in which the county 
should be considered the unit, and all 
health activities in the city and surround- 
ing county should be combined in one joint 
health department. Of course it will re- 
quire some time for this plan to work 
smoothly in all sections, and it may not be 
advisable to attempt such a combination 
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in some areas, but on the whole there 
seems to be no adequate reason why rural 
and urban work should not be combined 
into one organization. One unit can be 
much more economically administered 
than two or more. There would be less 
overlapping of efforts were all the work 
centered in one office and less expense for 
equipment, rental, lights, heat, etc. Fewer 
persons would be required to carry on the 
same amount of work, as only one director 
would be needed, and the office force and 
other personnel could be materially de- 
creased in many instances. The matter 
of handling contagious diseases would be 
greatly simplified, and many misunder- 
standings between the city and county 
agencies would be avoided. The spread of 
infection would be much better controlled, 
as any case of contagious disease moving 
from city to county, or vice versa, could 
not escape the watchful eye of the health 
authorities, or be the means of starting a 
serious epidemic. Municipal methods of 
collecting morbidity and vital statistics 
could be much better carried out, as the 
same system would apply to all. 


The difficulties in securing a_ well 
trained personnel for rural work would 
probably not be so great if the workers 
knew they would be connected with a 
larger, better managed and more stable 
organization. The rural work would more 
probably become permanent if tied tightly 
to a city health department than if it ex- 
isted alone, as it could not easily be dis- 
rupted without an agreement between 
both city and county officials. This is a 
very important consideration at the pres- 
ent time when county supervisors are 
prone to cut appropriations to please those 
who are opposed to the increasing tax 
rates. Such a union might benefit a city 
health department in the same way, for 
“in union there is strength.” An infant 
health organization certainly needs all the 
strength it can get, especially during its 
nursing period. A joint organization 
would be better qualified to conduct the 
work in a more systematic manner and 
greater results could be expected. There 
would be no “twilight zone” between city 
and county and no escape for offenders 
trying to violate quarantine and other 








414 SOUTHERN MEDICAL JOURNAL 


health laws. There would be no difficulty 
or lack of agreement as to how that much 
disputed territory immediately surround- 
ing the city limits should be handled in 
order to protect the city against nuisances 
and disease. A -strong unit makes a 
greater appeal to the public than two or 
more weaker ones, and public cooperation 
can be secured with less trouble. 


Although a number of advantages have 
been given as to why a joint organization 
is best, it must not be forgotten that there 
may also be some disadvantages. Some 
may contend that rural and urban are two 
distinct types of public health work and 
consequently have little in common. This 
is true to some extent, but the training and 
experience needed to meet the different 
situations which may arise can be secured 
and in a comparatively short time. A wise 
health officer with a good store of common 
sense can soon learn to direct both classes 
of work. One serious difficulty to over- 
come is to get the city and county to work 
together. Local prejudice and the fear 
that one section will secure more advan- 
tages than another have long been stum- 
bling blocks in the way of a union. These 
difficulties can be overcome by education 
and the realization that the money spent 
for public health will be more economically 
used with proportionately greater results. 
The matter of distance to be covered and 
the scattered nature of the rural work 
remain the same whether there is a rural 
or.a joint unit, the only difference being 
that the director of the joint unit may 
have to spend more time in the rural sec- 
tions than would be the case if he were 
only a city health officer. However, if his 
work becomes too heavy, an assistant 
health officer should be provided. 

With your permission, I shall now 
briefly give you the history of the organ- 
ization of the Albemarle County Health 
Department, which later united its forces 
with the City of Charlottesville and the 
University of Virginia, thus forming the 
Joint Health Department of Charlottes- 
ville, Albemarle County and the Univer- 
sity of Virginia. This is done in order 
that you may know of our trials and trou- 
bles, our worries and anxieties, our grow- 
ing pains and satisfaction in results ac- 
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complished, and that you may see the ad- 
vantages of uniting all public health forces 
into one county unit. 

On March 1, 1920, the Albemarle County 
Health Department was organized with a 
director, a white nurse and a secretary 
who was employed for one-half time. The 
nurse had already been working in the 


county since the previous September un- ~ 


der the auspices of the Albemarle Chapter 
of the American Red Cross. Before this 
time a number of special public health ac- 
tivities had been carried on in the county, 
such as sanitating limited areas, medical 
inspection of all the county schools, and 
investigations of disease outbreaks, but no 
health unit had ever been organized on ac- 
count of lack of funds, and the health mat- 
ters had been in the hands of a County 
Board of Health consisting of three physi- 
cians, the Chairman of the County Board 
of Supervisors and the County Clerk, as- 
sisted from time to time by representa- 
tives of the State Board of Health. As 
these men were chiefly occupied with their 
own affairs and received very little, if any, 
remuneration for their public health 
work, naturally they could give very little 
time to it, and their services were really 
only available in case of an emergency, 
and very little of a constructive nature 
could be accomplished. The new unit 
started out with a budget of $8000, of 
which the State Board of Health and the 
International Health Board each con- 
tributed $2000, which combined sum was 
matched by $3000 from the local Chapter 
of the American Red Cross and $1000 
from the County Treasury. After a short 
time it was learned that the Jeans-Slater 
Fund for Negro Education would contrib- 
ute $240 toward the salary of a colored 
nurse for six months, provided a like 
amount could be secured by private sub- 
scriptions from the colored people. This 
amount was secured and a colored nurse 
employed, and this work has been con- 
tinued, with short intermissions, since 
that time. It was later learned that the 
Bureau of Child Welfare of the State 
Board of Health would give us $500 for 
dental clinics and $500 towards the salary 
of our nurse, provided we matched it with 
a like amount. Through a little manipu- 
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lation of our funds we secured these ap- 
propriations. Two of the Episcopal moun- 
tain missions became _ interested in the 
dental work and agreed to contribute $50 
each toward securing it. This $100 was 
added to $400 of the amount we secured 
for our colored nurse and with this we 
matched the $500 dental fund. With this 
money we conducted several dental clinics 
in the county. After this work was com- 
pleted, sufficient funds from dental fees 
and donations were secured to match the 
$500 for a nurse, which we used toward 
the salary of our white nurse. By the 
end of the fiscal year our budget amounted 
to over $11,000, of which only $1000 was 
appropriated out of the County Treasury. 
With this amount we paid the salaries and 
traveling expenses of our staff and all of- 
fice and other contingent expenses. 

Our staff during the first year consisted 
of one director, one white and one colored 
public health nurse, one sanitary inspec- 
tor, a part-time secretary for a short time, 
and a dentist for a few months. During 
this and other years we have also em- 
ployed an extra nurse or sanitary inspec- 
tor for limited periods of time. 

From past experience, the director had 
learned that in order to entertain any 
reasonable hope that rural health work 
would be continued after the first year, it 
would be necessary to give far greater 
value for every dollar expended than in 
almost any other line of endeavor; in fact, 
to overpower the County Board of Super- 
visors (the appropriating body) with re- 
sults, in spite of the fact that there were 
almost insurmountable obstacles in the 
matter of ignorance, indifference and lack 
of appreciation and cooperation on the 
part of most of the general public. Con- 
sequently, it was decided to undertake as 
many activities as could be carried on 
fairly successfully. These included one 
complete medical inspection of the county 
schools (with frequent special inspec- 
tions) by the health officer and nurse; a 
system of following up the defects de- 
tected ; the various phases of public health 
nursing, such as school, infant and mater- 
nity welfare, tuberculosis, instructive vis- 
iting, contagious disease, social service, 
etc.; dental clinics at which a small fee 
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of from 25 to 75 cents was charged for 
each treatment; medical clinics including 
tuberculosis, child hygiene and general 
physical examinations; clinics for vaccina- 
tions or inoculations against smallpox, ty- 
phoid fever, diphtheria, whooping cough, 
rabies, etc., at which individuals paid the 
cost of materials used; sanitary sewage 
disposal by privies, septic tanks, sewer 
lines, etc.; protection of water supplies; 
complaints and the abatement of nui- 
Sances; sanitary surveys and special in- 
spections; reporting, recording and inves- 
tigation of communicable diseases and 
quarantine; collection of vital statistics; 
free laboratory examinations at the Uni- 
versity Clinical Laboratory of water and 
milk, and diagnostic examinations for 
diphtheria, typhoid, tuberculosis, venereal 
diseases, intestinal parasites, etc.; and 
public health education by means of liter- 
ature distributed, lectures, lantern slides, 
moving pictures, demonstrations, newspa- 
per articles, conferences, advice, etc. In 
addition to the above, a moving picture, il- 
lustrating the health, educational and ag- 
ricultural activities in the county with an 
historical prelude, was produced under 
the auspices of the People’s National 
Bank, the photographic work being done 
by our Sanitary Inspector. Hygiene and 
home nursing classes were held by our 
nurse in various parts of the county. The 
Health Officer conducted two complete 
medical inspections of the city schools, 
which had an enrollment of about 2600 
pupils, before the city health work was 
united with the county. He also taught 
courses in hygiene and sanitation at the 
summer school, Educational Department 
and Extension Service of the University 
of Virginia, besides conducting a monthly 
inspection of the city and county prisoners 
and making the necessary physical exam- 
inations required under the State Child 
Labor Law. 

The work in the prevention of tubercu- 
losis was largely along the lines of holding 
clinics, visits by nurses, distribution of lit- 
erature and supplies and inducing patients 
to enter sanatoria. This work was made 
possible through the assistance of the staff 
of the Blue Ridge Sanatorium, the faculty 
and third and fourth year students of the 
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Medical Department of the University, 
and voluntary assistants. 

The work of the health department was 
essentially the same each year until Sep- 
tember 1, 1922, with the exception that it 
was improved as time went on. The year 
1921 was our most critical year, as we had 
only an assured budget of $5500 from the 
State Board of Health ($3000) and the 
County Treasury ($2500) and a deficit of 
$4500 on the necessary $10,000 budget. 
The County Board. of Health agreed to 
raise the deficit by securing private sub- 
scriptions, but only about $850 was se- 
cured in that way. The remainder was 
made up of funds supplied by the State 
Board of Health, dental fees on hand and 
funds left over from the previous year. 
For the year 1922 the County Treasury 
appropriated $7500 and the State Board 
of Health $2500. It is interesting to note 
the County’s attitude in assuming the 
financial responsibility of the unit, in- 
creasing their appropriation of $1000 the 
first year to $2500 the second year and 
$7500 the third year. During this time 
the State Board of Health gradually with- 
drew its help, until at present it contrib- 
utes only toward special funds. This is, 
of course, the policy of the State Board of 
Health toward all rural health units. 

After the first six months’ work in the 
County, it was quite evident that the cause 
of public health in this locality would be 
more efficiently promoted and the work 
more economically done if all such activi- 
ties in the county, city and university 
could be combined in one health depart- 
ment with one director at the head. In 
his report of work accomplished in the 
county during the first six months, the 
County Health Officer made this recom- 
mendation, and the Albemarle County 
Medical Society appointed a committee to 
give publicity to the plan and to see if the 
combination could be perfected. Owing 
to a reactionary element in the city board 
of aldermen it was found to be impracti- 
cable to bring the combination about. On 
September 1, 1922, the city government 
was changed to the new commission form, 
consisting of three commissioners and a 
business manager. One of their first acts 
was to combine the city health work with 
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the county, and they appropriated $4500 
for their part of the work. On January 1, 
1923, a formal written contract was en- 
tered into between the county, city and 
university, in which the Joint Health De- 
partment of Charlottesville, Albemarle 
County and the University of Virginia 
was formed with the county health officer 
as director. Appropriations of $7500 each 
from the city and county and $1500 from 
the University were made, and there were 
to be employed one director, one office sec. 
retary, one city nurse, one county nurse, 
one colored nurse for both city and county, 
one city dairy and sanitary inspector, one 
county sanitary inspector, two University 
sanitary inspectors (furnished free tui- 
t.on for part-time services), the Univer- 
sity also to furnish free laboratory service 
for city and county. Under the contract 
the health officer, or an assistant, is re- 
quired to conduct four public health 
courses under the auspices of the Univer- 
sity. This contract expired August 31, 
1923, but it has just been renewed under 
the same conditions for the year ending 
August 31, 1924. 


Since the contract went into effect, the 
methods of conducting the work have been 
improved, the amount of work increased 
and new activities, including additional 
courses in public health at the University 
and city dairy and food inspections, added. 
A most rigid and careful inspection of the 
city milk supply has been instituted with 
the result that Charlottesville can boast 
of being equal to the best in the State in 
this line. A new food ordinance is now 
being considered by the City Commission- 
ers, which, if passed, will place the city 
in the front rank along this line. This 
work has already been carried on, but to 
a lesser degree. 

Great interest is being manifested in 
the public health courses at the Univer- 
sity, and it is desired to extend the work, 
with the hope that a real school of public 
health may later be organized there. Be- 
ginning with the present session, courses 
leading to B.S. degrees in health educa- 
tion and physical education have been in- 
augurated, and it is hoped that similar 
degrees in public health may later be 
given. It is also proposed to make the 
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courses more practical than those usually 
given and use the city and county as field 
for such training, with the hope that the 
State University may help to meet the 
needs of the State and Nation for trained 
public health workers. 

From the above description of our work 
you see it is possible to combine all health 
activities into one unit which will work 
harmoniously and to the advantage of all 
concerned. It would seem to the writer 
that wherever possible city and county or- 
ganizations should be united, or, where 
not already existing, the county should be 
added to the established city organization, 
and vice versa. It is hoped that in the 
near future the Nation may become a 
group of joint health organizations with 
the county, parish or township as the unit 
and cooperating with the state board of 
health, which in turn cooperates with the 
United States Public Health Service. 


Then, and then only, can we expect the 
most efficient public health work for all 
the people of the Country. 


DISCUSSION 


Dr. Harry T. Marshall, University, Va.—The 
health department described by Dr. Keister is the 
outgrowth of efforts extending over a number of 
years. Two thoughts, or motives, were behind 
the efforts: first, the knowledge that an effective 
health service will save lives and reduce disease; 
second, a conviction that an active health service 
integrated with a university and its hospital, 
laboratories and other resources would furnish 
a good basis on which to establish public health 
teaching. We are moving forward with a teach- 
ing program. 

(1) Our health officer gives a course to our 
medical students, illustrated, at his discretion, by 
field visits. 

(2) Two medical student assistants receive 
special practical training as sanitary inspectors. 

(8) In connection with our large summer 
school, in which instruction is given to the State 
school teachers, a course is given to train these 
teachers in school public health matters, includ- 
ing the examinations of the pupils which our 
teachers will have to carry out. 

(4) In addition, a course in “public health ed- 
ucation” has been organized, leading to a degree 
of Bachelor of Science and training teachers for 


SOUTHERN MEDICAL JOURNAL 


417 


positions in normal schools. In this collegiate 
course the emphasis is placed on public health 
and on physical education, 


(5) Finally, after consultation with the Com- 
missioner of Health, Dr. Williams, and his assist- 
ant, Dr. Flannagan, we have inaugurated two 
courses which seem to be called for by the pres- 
ent needs in Virginia, and possibly in other 
states. We are offering to give intensive twelve 
week courses to medical graduates in order to 
prepare them to take charge of small public 
health units in county or town. The teaching is 
essentially practical field work, in this way dif- 
fering from the courses in the great public health 
university departments. In fact, the course is 
constructed on the basis of the training which 
the State Board of Health has been giving in re- 
cent years. Rural sanitation, water purification, 
milk sanitation, take a conspicuous place in this 
course. Infant, baby and school child work, with 
clinics and follow-up work, forms another block 
of subjects. Infectious diseases, tuberculosis, 
toxin-antitoxin in diphtheria control, and, finally, 
office administration and publicity are included. 
At the same time the fundamentals of small town 
public health are taught. The work, as designed, 
was purely practical, but we are now engaged in 
adding brief lectures on infectious diseases and 
selected other subjects. 

In our opinion a good man after this course 
will be in a position to administer a county and 
to grow in public health knowledge. A poor man 
will at least have a value for local use. The 
method is dependent on legislation in Virginia 


‘which allows the State Board of Health officials 


to keep a guiding hand over the county health 
workers and to act as consultants to them. 

A similar course, for the training of sanitary 
— seems to give good promise in this 

eld, 

A great advantage of the courses which we 
have started is that they offer opportunity for 
the State Board of Health and the State Univer- 
sity to join forces in controlling and guiding the 
course of education in public health in a genera- 
tion in which there will be great developments in 
this field. 


Dr. Keister (closing).—We feel that we had 
better start small and grow rather than start 
with all the finer work of the larger institutions, 
including the higher theoretical training, and 
possibly have to drop it. The idea is to try to 
meet the need of the State for men who have had 
some little experience in a practical way, ex- 
tending it to cover the South and the Nation if 
we have others who wish to go to these sections. 
We hope to save state departments and county 
departments from taking in a man who is un- 
trained and wasting time in training him. We 
are giving the men just some of the practical 
things we are doing ourselves. 








THE SURGICAL TREATMENT OF 
BENIGN PROSTATISM* 


By W. CALHOUN STIRLING, M.D., 
Winston-Salem, N. C. 





Benign prostatism is: characterized by 
an enlargement and alteration in form 
of the prostate, due to the formation 
within the normal glandular elements of 
adenomatous nodules, with an increase 
in the musculofibrous tissue. 

Obstructions at the bladder outlet have 
been divided into three groups. In the 
first there is a predominance of the glan- 
dular tissue, the large benign adenomata, 
soft, spongy and surrounded by a cap- 
sule of normal prostatic tissue. The sec- 
ond group is the small, hard, fibrous 
prostate, with very little glandular tissue 
present. The third type is the median 
bar formation with contracture about the 
vesical outlet, said to be due to inflam- 
matory changes. The first two types are 
true prostatism, the last being an inflam- 
matory condition. 

Various causes have been advanced 
from time to time as to the cause of this 
condition, such as senile changes, alcohol- 
ism, arteriosclerosis, dietary disorders 
with constipation, and that it is neoplas- 
tic. Moullin is of the opinion that it is 
due to the absence of some internal secre- 
tion of the testicle. Deaver says that it 
is the result of perversion of the normal 
involution of the gland. That it is the 
result of chronic inflammatory changes 
has not been definitely proven. It resem- 
bles the abnormal involution of the breast 
to a certain extent. 

The frequency with which benign pros- 
tatism is seen in the middle and lateral 
lobes can be explained on embryological 





*Read in Section on Urology, Southern Medical Associa- 
fat Paremtoenth Annual Meeting, Washington, D. C., Nov. 


418 . SOUTHERN MEDICAL JOURNAL 


SURGERY 


RAILWAY, INDUSTRIAL, GYNECOLOGICAL, 
OBSTETRICAL AND UROLOGICAL 


vised by Geraghty. 





June 1924 


grounds, these lobes possessing the larg- 
est number of tubules. Wilson and Mce- 
Grath have demonstrated that the initial 
changes occur in the epithelium of the 
tubules, so that we would expect to find 
the process most often in the lobes pos- 
sessing the largest number of tubules, 
This has been shown to be true clinically, 
as the middle and lateral lobes are most 
frequently involved. Benign hypertro- 
phy and fibrous changes about the blad- 
der neck comprise about 75 per cent of 
the cases, the remaining 25 per cent be- 
ing malignant. Cancer begins in the pos- 
terior lobe. 

The patient suffering from this condi- 
tion does not usually seek relief until the 
growth interferes with the normal emp- 
tying of the bladder, which results in re- 
sidual urine, cystitis, back pressure on 
the kidneys and evidence of uremia to a 
more or less extent. Many patients in 
this condition refuse to listen to advice as 
to surgical intervention and will permit 
only palliative treatment. As a result, 
not a few terminate in acute retention 
which may be followed by death. Many 
of my cases have been admitted to the 
hospital in an unconscious state, pro- 
foundly septic. Keeping in mind the 
train of symptoms that will probably de- 
velop if the patient is let alone, we should 
urge the early extirpation of the obstruc- 
tion. Cases presenting symptoms of ob- 
struction having one hundred and twenty 
mils or more of residual urine should 
have surgical intervention, for it is by 
early removal of the adenoma that. we 
can expect to reduce the mortality and 
possibility of malignancy. 

In cases with contracture of the vesical 
outlet, Fowler advises excision of & 
wedge-shaped area of tissue extending 
through the posterior layer of the fibrous 
ring. This has been very successful in 
my hands, as has the sphincterotome de- 
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Eliminating those patients who show 
no uroseptic symptoms and whose kidney 
function is good, the first pre-operative 
measure is to attempt to relieve the pa- 
tient of the residual urine. This should 
be accomplished with as little shock as 
possible. The back pressure on the kid- 
neys should be gradually reduced, as too 
rapid reduction may lead to uremia and 
death. 

Many excellent genito-urinary  sur- 
geons believe in the two-step operation in 
all cases, ignoring the well known fact 
that each patient is a rule unto himself. 
Others, including the writer, believe that 
the same result may be obtained in the 
majority of cases by the one-step opera- 
tion, using an indwelling catheter. Such 
conditions as epididymitis, blood clots in 
the bladder, some cases of calculi and 
diverticula, impermeable stricture of the 
urethra, irritable urethra and other local 
conditions, contra-indicate its use, but 
that these cases are not so frequent is 
shown by the excellent results obtained 
by Young, Freyer, Hunt and others in 
using an indwelling catheter or intermit- 
tent catheterization. There is no doubt 
that the two-step operation has been 
overworked in the last few years. Young 
used it in but 1 per cent, Freyer in 4.5 
per cent, Hunt in 24 per cent, while I 
have used it in but 10 per cent of the 
cases. 


Judd, in advocating the open visualized 
operation, permitting all the various 
steps to be taken under the control of the 
eye, has placed suprapubic prostatectomy 
on a much higher surgical plane. There 
is less danger of injury to the peritoneum 
at operation, less hemorrhage and less in- 
fection in the space of Retzius. 


At least 2 per cent of the cases are lost 
following the preliminary cystotomy, as 
shown by the literature. I do not wish 
to leave the impression that all of these 
cases could have been saved by catheteri- 
zation, but there is a certain amount of 
shock in any surgical procedure, espe- 
cially in old uremic patients. By grad- 
ually emptying the bladder with a cathe- 
ter there is less shock and sufficient time 
is allowed to permit the kidneys to be- 


SOUTHERN MEDICAL JOURNAL 419 


come adjusted to the change from a posi- 
tive to a negative pressure. I have seen 
a patient die from having his bladder 
emptied too rapidly. All we can hope to 
accomplish is to give the patient drain- 
age, and if he does not improve with 
drainage, the prostatectomy will not help 
him. 

Free drainage, improvement of the 
kidney function, increasing the resist- 
ance to infection by raising the opsonic 
index of the blood, and improvement of 
the patient’s general condition are the 
chief pre-operative measures. The time 
required to get the patient through the 
stage of depression following drainage 
varies with the individual. In some cases 
it is a matter of a few days; others re- 
quire months. 


In no field of surgery is more judgment 
required as to the selection of the time 
for operation on these prostatics. This is 
governed by several factors, some of the 
most important of which will be briefly 
discussed. First is determination of the 
kidney function; second, blood chemistry 
findings; third, the variation of the spe- 
cific gravity of the urine; fourth, the 
blood pressure readings; fifth, the degree 
of infection and resistance thereto; and 
sixth, the patient’s general condition. 

Many of these old patients have a very 
low kidney function, and it requires all 
the ingenuity of the surgeon to get it 
back to a safe margin for operation. If 
the patient ingests large quantities of 
water the nitrogenous waste products 
may be washed out of the blood. I fre- 
quently give them from three to six litres 
of water daily, which permits the kid- 
neys to receive the waste products at a 
much higher dilution and insures more 
elimination. It is surprising how the 
patient’s general condition picks up after 
forced fluids, as is shown by the ’phtha- 
lein and indigo-carmine function tests. 
The ’phthalein test should be 30 to 40 per 
cent or more if it is possible to increase 
it to that point and the index of elimina- 
tion of indigo-carmine should be plus one 
or more before operation is contem- 
plated. I use both tests in all cases and 
find one about as reliable as the other. 
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The indigo-carmine test is a very val- 
uable adjunct to the ’phthalein test. 
Thomas says if the index of elimination 
is plus one or more the case is a good op- 
erative risk. Several tests are necessary 
to get an average. 

The daily variation of the specific 
gravity of the urine affords valuable in- 
formation as to the amount of solids be- 
ing eliminated by the kidneys. A spe- 
cific gravity of 1.005 or under means that 
the patient has a low grade nephritis, and 
by decompression and continuous drain- 
age the specific gravity should increase 
as the nephritic condition improves. The 
prognosis is very grave where it is im- 
possible to get the specific gravity above 
1.005. If possible it should be 1.015 or 
over before removing the growth. 

Among the blood chemistry findings, 
the blood urea is possibly the most useful 
and where excretion tests are low, it 
should be used in every case. A _ safe 
margin is to get it below forty milli- 
grams per hundred mils of blood. The 
blood creatinine is of considerable prog- 
nostic value, but is less frequently used. 
A determination of the carbon dioxid 
combining power is a very useful pre- 
operative test in cases with evidence of 
retention of nitrogen, for patients with 
a low alkali reserve go through operation 
much better if the tissues are well alka- 
linized before operation. Some of these 
uroseptic patients have to drain several 
months before the blood urea is reduced 
to a safe margin for operation. 


There is a drop in blood pressure fol- 
lowing drainage of the bladder, gradually 
reaching a minimum pressure if drain- 
age is adequate. O’Connor is of the opin- 
ion that the case is not suitable for op- 
eration as long as the arterial tension is 
dropping. It is when it reaches a con- 
stant level that the patient is most suit- 
able for prostatectomy. A relatively high 
systolic reading is not a contra-indication 
to operation. These patients as a rule 
stand the operation well. The rise in 
blood pressure due to stimulation from 
ether anesthesia may be obviated by us- 
ing spinal anesthesia. This anesthetic 
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tion, rests the heart and allows time for 
clotting of blood to take place in the prog- 
tatic bed. 

Sepsis and hemorrhage cause many of 
the deaths following prostatectomy, so 
our chief effort should be to control these 
factors. Strict asepsis must be practiced 
at all times. This is especially true in 
patients having a large residual urine 
and no infection. Infection will occur re- 
gardless of all efforts to prevent it, 
whether it be a cystotomy or indwelling 
catheterization. By becoming infected, 
the patient vaccinates his tissues and de- 
velops a high degree of immunity, a very 
necessary part of the pre-operative man- 
agement. Stock vaccines are also of 
value at this time, 

After all, the best criterion that we 
have is the patient’s general condition. 
We are all familiar enough with the 
symptoms seen following drainage, such 
as soft distention of the bowels, anorexia, 
dull, stuperous expression, hiccough, foul 
breath with dry tongue, etc. As the gen- 
eral condition improves these symptoms 
disappear, the appetite improves, the ex- 
pression is bright, the amount of water 
ingested is very large, and the patient 
feels well. The pulse is regular and full 
and we may then expect to remove the 
adenoma with a very low mortality. 

Spinal anesthesia is of especial benefit 
in prostatectomy, as is shown by the ex- 
cellent results obtained by Chute, Gelpi, 
Hunt, and others. I have used it in all 
my work and have seen no bad results 
from it. The relaxation of the abdominal 
muscles is complete. the time element can 
be disregarded. the blood vressure is low- 
ered iust when it should be. and fluids 
mav be given before. during and follow- 
ing its use. making it unnecessarv to give 
fluids by other avenues. The field of op- 
eration is completely blocked off, pre- 
venting nervous impulses from reaching 
the brain and causing shock, as Crile has 
demonstrated. Anesthesia is complete in 
every case, though it may be necessary 
at times to reinject the patient where 
anesthesia is absent in the first instance. 
I have used it in one hundred and forty 
cases at the Lawrence Clinic with no un- 
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due reactions in any case, and no mor- 
tality. I cannot too strongly urge its use 
as a routine anesthetic in all genito-uri- 
nary surgery of the lower abdomen and 
perineum. There is no. added. strain 
thrown on the kidneys, lungs’ and gastro- 
intestinal tract: Pneumonia should not 
occur. There is no increase of albumin in 
the urine, and very little nausea and 
vomiting follow the operation. 


Being loath to open the controversy as 
to the best method of removing the pros- 
tate, I shall say in passing that it is nec- 
essary to consider two things in contem- 
plating any surgical procedure, i, e., the 
functional result as well as the mortality. 
We agree that the upper route is followed 
by fewer complications such as _ partial 
incontinence of urine, or recto-urethral 
fistula, and we less often overlook vesical 
stones and diverticula, which are present 
in at least 15 per cent of the cases. In 
comparing the death rate the perineal 
enthusiasts have compared the results of 
a few skilled surgeons doing the infra- 
pubic operation with the results of the 
general as well as the genito-urinary sur- 
geon using the other route. If compari- 
son, which at best is misleading, is made 
between surgeons skilled in both opera- 
tions, so little difference will be found to 
exist that the better functional result fol- 
lowing suprapubic prostatectomy cannot 
be ignored. In the suprapubic operation 
the field is less vascular, the urinary 
mechanism is less liable to injury, and 
the drainage is as good as by the other 
method. There are indications for the 
lower route and the surgeon should be 
able to do either skillfully, but these in- 
dications form a small per cent of the 
total. 

By making a long incision over an 
empty bladder, the field of operation can 
be closely observed, and this prevents the 
overlooking of possible calculi and diver- 
ticula. This I have seen happen in two 
cases where perineal prostatectomy was 
done by other surgeons. Hemorrhage is 
better controlled by whipping over the 
bleeding mucous membrane at the blad- 
der neck or packing gauze into the pros- 
tatic bed to control the oozing. The 
Hagner bag also serves the purpose very 


SOUTHERN MEDICAL JOURNAL 421 


well. The incision is closed rather 
loosely about a large rubber tube placed 
just inside the bladder. The tube should 
be removed on the third or fourth day if 
no contra-indications exist such as bleed- 
ing, etc. By early removal of the drain- 
age tube early closure of the incision js 
assured, as well as lessening the amount 
of slough about the tube. 

By opening the bladder dry, the field 
of operation can be kept dry.. The in- 
fected urine is thus prevented from flood- 
ing the field and increasing the possibility 
of infection in the space of Retzius. In 
doing a blind enucleation there is a possi- 
bility of opening the peritoneal cavity 
when introducing the finger through the 
suprapubic sinus. This may be prevented 
by free exposure and retraction of the tis- 
sues, 

Getting the patient up too early is just 
as harmful as keeping him in bed too long. 
This may cause acute dilatation of the 
heart as well as an embolism. By putting 
him on a back rest the same beneficial re- 
sults may be had with less fatigue and ex- 
haustion. 

Vesical calculi are occasionally over- 
looked by surgeons doing perineal prosta- 
tectomies. Recently I have seen two such 
cases, whom I operated upon. I did a su- 
prapubic cystotomy on each of them for 
the removal of calculi left in the bladder 
at the time of removal of the prostate by 
the perineal route by other surgeons. A 
third patient seen by me a short time ago 
had an impermeable stricture of the ure- 
thra which resulted in a persistent supra- 
pubic fistula following the operation. 
These two cystotomies would have been 
unnecessary had a suprapubic operation 
been done. The operation for correction 
of the urinary fistula would have been un- 
necessary had careful follow-up treatment 
been observed, for a large stone was found 
in the urethra of the third patient. These 
patients should be seen frequently until 
the cystitis clears up. 

Epididymitis is a fairly frequent com- 
plication, and may necessitate incision and 
drainage, though the application of heat 
or cold, with elevation, will usually control 
it. Isolation of the patient may be neces- 
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sary to prevent its spreading to other pa- 
tients. 

Pyelonephritis is also frequently seen 
after operation and may result from a se- 
vere cystitis or be part of a general sepsis. 
Free elimination by forcing fluids, alka- 
linization of the tissues, cessation of all 
manipulation and vaccines are of benefit 
in this troublesome complication. By in- 
stilling some bland antiseptic into the 
bladder, cystitis may be prevented. This 
also is of benefit in cleaning up a slough- 
ing foul incision. If deposits of phos- 
phatic crystals occur in the wound, it is 
necessary to acidify the urine to clear up 
these incrustations which prevent healing. 
Alkalinizing the tissues before operation 
helps to keep up the kidney function and 
prevent acidosis. It is also necessary to 
do this where we are dealing with dia- 
betics who require prostatectomy. 

My mortality has been 4.5 per cent. 


CONCLUSIONS 


(1) Free drainage obtained by an in- 
dwelling catheter or suprapubic cystot- 
omy is necessary for the relief of residual 
urine. Likewise back pressure on the 
kidneys is relieved as a result of this pro- 
cedure. 


(2) Spinal anesthesia insures free re- 
laxation, lessens the work thrown on the 
kidneys, lungs and gastro-intestinal tract, 
lowers the arterial tension, and lessens the 
post-operative morbidity. 

(3) In choosing an operation, consider- 
ation must be given the end result as well 
as the mortality. Complications such as 
stones and diverticula can best be handled 
by the suprapubic route. 

(4) By doing an open visualized opera- 
tion and not depending upon the sense of 
touch alone fewer post-operations will be 
encountered. 
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DISCUSSION 


Dr. J. T. Geraghty, Baltimore, Md.—There is 
a great tendency to believe that adenoma of the 
prostate is not adenoma of the prostate at all, but 
that it arises in the suburethral gland. It always 
rises immediately beneath the mucous membrane, 
and the glands of Albarran, which lie beneath the 
mucous membrane, are not part of the prostate. 
They are glands which extend outside of the ure- 
thra. In 25 per cent of the cases only that group 
is involved. The probability is that the adenoma 
is of the urethral glands rather than of the pros- 
tate. The classification into three groups I think 
could be cut down to two, the adenoma and the 
inflammatory. Some hold that the fibrous pros- 
tate is an inflammatory process and the cause of 
the obstruction is contracture. 

As to whether the two-stage operation is to be 
done perineally or suprapubically, I think it is 
bad to standardize anything, especially for ex- 
perts and specialists. There is no reason why 
every case of prostatism should be done in two 
stages if done suprapubically. There is no rea- 
son why the two-stage operation should be done 
perineally. If the patient has residual urine I 
see no reason why he should be infected by an 
indwelling catheter. I have seen cases which 
came into the hospital in good condition and be- 
cause they were treated with an indwelling cathe- 
ter went to operation in not nearly so good a 
condition. 

A patient with no residual urine and a very 
large prostate may have as much difficulty as a 
patient with a hundred or two hundred mils in 
the bladder. Those patients are subjects for 
prostatectomy just the same, if the individual is 
below sixty. There is nothing to look forward 
to except increasing difficulty. Every once in a 
while we do get away without a mortality in a 
patient between eighty and ninety, but the mor- 
tality in that decade is very high. 

The success of the operation depends entirely 
on the training of the individual. A man who 
does not do the perineal operation very often has 
no business doing it. He should do the supra- 
pubic. 

I have operated upon half a dozen patients with 
only a trace of ’phthalein and with a gram of 
urea, and some of them are living five or six 
years after. There are other things besides func- 
tion to be taken into consideration. We cannot 
draw any line and say we shall not operate below 
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any special point, provided, of course, everything 
else is all right. 

There is too great a tendency to do a prosta- 
tectomy and send the patient home with infected 
urine. Very often these patients have cystitis 
and other complications, such as stone, and they 
are quite miserable. If the infection were taken 
care of at the proper time those complications 
would not arise. 


Dr. H. A, Fowler, Washington, D. C.—It has 
been our practice to employ the two-stage opera- 
tion in a larger percentage of cases than Dr. Stir- 
ling suggested. In certain instances where the 
surgical risk seems to be very grave we use a 
three-stage operation. We use the indwelling 
catheter to empty the bladder and get the patient 
in condition for cystotomy, then do the cystotomy 
and wait until the general condition is such as to 
justify the removal of the prostate. 


The adenomatous prostate presents quite a dif- 
ferent problem from the sclerotic prostate or the 
median bar, or a combination of the two where 
there are small adenomatous nodules within a 
scirrhous or sclerotic prostate. The adenomatous 
prostate can be shelled out. It is a technically 
simple operation, but the sclerotic prostate can- 
not be. Both types produce obstruction and our 
surgical attack is made in an effort to relieve 
that obstruction. The problem of surgical relief 
of contracture of the vesical neck or sclerotic 
prostate is by no means standardized, and it re- 
quires a good deal of surgical judgment. We fre- 


quently see enlargements of the glands of Albar- 


ran at the vesical orifice where removal can be 
made by fulguration. Our results have been 
very good in the relief of symptoms and in the 
functional results. 

Contracture of the vesical orifice requires en- 
tirely different treatment. We have not had very 
many cases or much success with the intra-ure- 
thral attack on these cases, namely, with the 
punch instrument of Dr. Young. It has always 
seemed to us that not enough of the tissue was 
removed to relieve the contracted condition. It 
does not go deep enough. We have had better 
results in doing a suprapubic operation, getting 
a wide exposure of the vesical orifice and then, by 
inserting the index finger, removing more of the 
tissues than can be removed by a simple punch. 
It has been our experience in these cases that it 
Is necessary completely to sever the contracted 
ring. We do that in two ways: either by remov- 
Ing a wedge-shaped piece and cauterizing the 
edges to prevent recontracture, or by cutting 
through the ring with the actual cautery. I re- 
member one case which stands very clearly in my 
mind where the patient had had a suprapubic 
cystotomy for supposed prostatic hypertrophy. 
When the surgeon got in he could find no prostate 
that could be removed and he thought the case 
was one of tabes. Some time later we were 
asked to see the patient and we attempted to re- 
lieve the contracted vesical orifice by Young’s 
punch. We were entirely unsuccessful. We 
opened the bladder again. In attempting to get 
out some of the scar tissue we were unsuccessful, 
but we did succeed in divulsing the contracture 
and securing a wide open orifice. We have fol- 
lowed this case for several years and the func- 
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tional results have been perfect. That has made 
us feel that in order to get a good functional re- 
sult we must get the contracture split and thor- 
oughly opened up no matter how, and then we 
may expect to attain a complete emptying of the 
bladder and a good functional result, 


Dr. M. L. Boyd, Atlanta, Ga.—So far no ex- 
tensive statistics have been published on the re- 
sults of prostatectomy from the standpoint of the 
relief of the infection and chronic inflammation 
of the bladder and posterior urethra. 


My attention was directed to this matter some 
years ago by a post-prostatectomy patient who 
had unexplained fever, an irritable bladder and 
infected urine. This went on for months, until I 
found that he had a very marked seminal vesicu- 
litis. Treatment relieved him quickly. 


Posterior urethritis in a large number of post- 
operative prostatectomy cases is kept up by semi- 
nal vesiculitis. An important symptom of semi- 
nal vesiculitis.is epididymitis, which occurs fre- 
quently in these patients, but which usually fails 
to direct attention to the seminal vesiculitis from 
which it arises. 


The determination of this necessitates a rectal 
examination and if that is done shortly after op- 
eration there is of course danger of breaking 
away some of the blood clots which have formed 
in the veins about the prostate. We recently had 
a death due to an enema which was given one of 
our patients at the order of a physician not di- 
rectly connected with the urological service, while 
the urologist was away from the hospital. If, 
however, the patient is over the immediate results 
of the operation, it is safe to make:a thorough 
rectal examination and possible to relieve most 
of the cases of seminal vesiculitis and vasitis by 
massage. 


A thing which seems to me of great importance 
is the ability to decide when to operate upon pa- 
tients who have urinary obstruction. I dare say 
very few urologists watch their patients while 
they are voiding. They pass a catheter and get 
some idea of the amount of obstruction by deter- 
mining the amount of residual urine. The most 
useful method of determining the extent of ob- 
struction is for the urologist to see for himself 
the actual difficulty which the patient experiences 
in starting and passing a stream of urine. If a 
man who is fairly young has a decided obstruction 
to urination as seen in this fashion, I consider 
that there is definite indication for operation, re- 
gardless of whether the prostatic hypertrophy is 
very large or whether he has any residual urine; 
for sooner or later the obstruction to urination 
is very likely to produce changes in the bladder 
and kidneys (trabeculation, hydronephrosis, etc.) 
which cannot be relieved by a prostatectomy. The 
chance of getting a good functional result from 
prostatectomy is much better when the patient is 
operated upon early in the development of the 
hypertrophy. 


Dr. B. M. Jaffe, Baltimore, Md.—We have a 
case at the Hebrew Hospital, where a man was 
operated upon, a perineal prostatectomy having 
been done. He had marked incontinence follow- 
ing the prostatectomy. On cystoscopy we found 
an enlarged median lobe. We have tried to ful- 
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gurate this median lobe by channeling and have 
been getting fairly good results. 


Dr. A. J. Crowell, Charlotte, N. C.—It is im- 
portant to give sufficient time for bladder drain- 
age before operation. The ’phthalein output 
should go up and the non-protein nitrogen down 
after drainage. Operation should be postponed 
until this occurs. The blood pressure practically 
always drops following bladder drainage and op- 
eration should be postponed until it becomes nor- 
mal and stable. 

I agree with Dr. Geraghty that the choice of 
operation depends upon the operator. But I be- 
lieve that the best possible results can be obtained 
perineally. The suprapubic advocates admit that 
we get fewer fatalities in the perineal operation, 
but think that they obtain better functional re- 
sults. We admit the former and deny the latter. 

Dr. Stirling did not mention the importance 
of taking x-ray pictures before operation. It is 
very important to know whether there is a stone 
in the kidney or bladder before operation. You 
may overlook a stone in the bladder cystoscop- 
ically. This is very easy if there be one in a di- 
verticulum. Of course, you would not operate 
upon the kidney at the same time that you do the 
prostatectomy, but to overlook a stone in the 
bladder would be a great mistake. 


Dr. Stirling (closing).—Many cases have cys- 
titis extending over a period of years and with 
back pressure you have a stasis of urine in both 
kidneys and _ bladder. Undoubtedly stasis of 
urine is one of the points in the etiology of stone. 
Spinal anesthesia is the anesthesia “par excel- 
lence” in prostatectomy, since it spares the kid- 
neys, lungs and nervous system the shock attend- 
ing other anesthesias. Chute and others report a 
large series without any untoward reaction and 
emphasize the absence of shock and many of the 
troublesome post-operative complications so fre- 
quently seen. If properly used it is as safe as 
gas-oxygen, and more safe than ether. Caudal 
anesthesia is also used, but many failures are 
reported as well as many sharp reactions and 
even some deaths. Many who use it admit that 
often it is necessary to give a small amount of 
ether or gas-oxygen when pulling on the peri- 
toneum or in enucleating a large adenoma. I 
agree with Dr. Crowell that an x-ray examina- 
tion should be made in every case. 





HYPEREMESIS GRAVIDARUM* 


By G. FRASER WILSON, M.D., 
Charleston, S. C. 


There are few conditions during preg- 
nancy that cause an obstetrician more 
anxiety than hyperemesis. It is dreaded 
almost as much as any disease of parturi- 





*Read in Section on Obstetrics, Southern Medical Associa- 
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tion because of the serious possibilities for 
both mother and child; for, unfortunately, 
the decision to take the child’s life to save 


its mother’s is founded on no actual facts 


or clinical signs. The conscientious phy- 
sician is between Scylla and Charybdis. 

We are all anxious to find an escape 
from this dilemma and have welcomed 
each and every heralded cure from the 
cervical silver nitrate applications of Ma- 
rion Sims to the promised relief of lutein 
and carbohydrate feeding. - 

The long list of drugs used, such as ce- 
rium oxalate, cocain, mustard, bismuth, 
ingluvin, adrenalin, and the bromids, are 
generally failures except in mild cases. 
Restoration of uterine misplacements, di- 
latation of the cervix, etc., while they oc- 
casionally relieve, are mostly feeble at- 
tempts to do something for a seriously ill 
and frightfully weak woman. 

Practically all of these remedies act in 
early cases, just as much from suggestion 
as from any ipso facto beneficial effect of 
the drug. This is especially true of lutein. 
What more beautiful opportunity exists 
for suggestion than the daily injection of 
this drug accompanied by the quiet assur- 
ance of its wonderful and specific action in 
the vomiting of pregnancy? I cannot say 
that I have seen it of real benefit to a seri- 
ously ill hyperemesis patient. The amount 
of food retained as the result of skillful 
nursing care, combined with judicious 
forcing of fluids, carries most of these 
cases into the happy promised land of the 
fourth month, when Nature is no longer 
wasteful. 

Almost all authorities agree that 
there are three causes for this condition: 
the reflex, the neurotic, and last and worst 
the toxic. Granting that this is true, is it 
not possible that the first two only aggra- 
vate, and that the last is the result of some 
toxic metabolic product, probably closely 
correlated with the other toxemias of 
pregnancy? This toxin may be fetal, a 
reaction to villous fragments in the circu- 
lation, an anaphylaxis or a what not. It 
brings about that condition in pregnant 
women that we call morning nausea. Ap- 
pearing at any time from the first week 
to the seventh month, the step from this 
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so-called normal emesis to a pathological 
one is gradual and at times difficult to de- 
termine. There is slow but steadily in- 
creasing loss of food and withdrawal of 
the alkali reserve from first the blood and 
second the plasma of the cells, the result 
of malnutrition and deficiency in the ac- 
tivities of the liver, of the terminal split- 
ting up of the proteins, fats and carbohy- 
drates. 

This condition will then lead to acide- 
mia, known as acidosis, in which there is 
an acid retention sufficient to lower the bi- 
carbonates or hydrion concentration (pH) 
of the blood below the normal level, 
which is 7.39. The reaction of the blood 
does not vary much, but the fixed acid 
added to it may vary widely and be greatly 
increased, thereby reducing the amount of 
protective sodium bicarbonate. These 
acids combine with the sodium and the 
carbon dioxid is removed by the lungs. 
Elimination by the urine, lack of oxygen, 
impaired or slow respiration and hyper- 
pnea likewise reduce the body bicarbon- 
ates. 


The lost bicarbonate may be replaced 
intravenously, because it neutralizes the 
acid bodies if it does not prevent their 


continued development. Polak reported 
a case of toxemia of pregnancy simulating 
acute yellow atrophy of the liver in 1917, 
in which he gave a 2 per cent solution of 
sodium bicarbonate followed by 2 per cent 
glucose with almost immediate improve- 
ment. Dr. Robertson, of Brooklyn, at the 
same meeting, reported the rapid im- 
provement of a case of early vomiting 
treated with injections of sodium bicar- 
bonate and glucose. 

Cragin, in his text book, does not men- 
tion a drug save colonic irrigation with 
sodium bicarbonate, which he said gave 
better results than any treatment in his 
knowledge. He presumed that it would 
be extremely efficacious if used in bad 
cases intravenously. 


Ely, in 1916, wrote upon the use of alka- 
linized human blood as a transfusion. This 
introduced alkali in available form to the 
patient and increased her alkaline and 
oxygen carrying capacity. He described 
a brilliant result. 
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Speidel gives daily enemata of glucose, 
with pre-digested food and sodium bicar- 
bonate, and glucose intravenously plus a 
routine treatment. 


Despite the medical literature upon al- 
kali treatment I have not yet read of a 
case of alkalosis in a pregnant woman 
treated with bicarbonate for hyperemesis. 


In thirty-six cases of severe hyper- 
emesis I have used sodium bicarbonate in- 
travenously. This is a very small num- 
ber of cases to report, but very ill cases 
of this kind are not common. Thirty-five 
recovered very rapidly and were eating 
anything they wished within fifty hours. 


I shall not go into a detailed account of 
those cases, but will describe some inter- 
esting facts about some of them and tell 
also of the failure. 


Mrs. M., Hospital 30418, had been discharged 
June 1, 1923, as relieved of hyperemesis. She 
began to vomit that night. She was admitted to 
the hospital again June 3 with acetone xxxx, dia- 
cetic acid xxx, and granular casts. June 4, at 6 
p. m., she was given 350 mils of 3 per cent so- 
dium bicarbonate intravenously. She started to 
retain food June 5 and was discharged June 13 
on a full diet. 

Mrs. S., Hospital 30099, was admitted April 30 
with the diagnosis of hyperemesis. Three hun- 
dred and fifty mils of 3 per cent sodium bicar- 
bonate were given intravenously. Blood pressure 
125/75, acetone xxxx, diacetic acid xxxx, May 1 
the general condition was satisfactory, the urine 
still had acetone xxx and diacetic acid x. She 
had ceased vomiting. May 6, discharged in good 
condition. This patient had vomited every day 
since February 12, 1923. No food or fluid had 
been retained since April 26, 1923. 

Mrs. W., Hospital 29840, had a mild case of 
hyperemesis. She was given 300 mils of 3 per 
cent sodium bicarbonate the fourth day in the 
hospital. The following day she showed much 
improvement and was put on a carbohydrate diet. 
She improved rapidly, was put on a full diet and 
discharged in three days. She was readmitted 
May 10, 1923.. No food had been retained since 
April 30. Blood pressure was 100/78, she was 
extremely weak, her eyes were sunken, and she 
was dehydrated, her expression one of fatigue 
and exhaustion. She vomited a considerable 
amount of bile stained material. At 11 p. m. 300 
mils of 3 per cent sodium bicarbonate were in- 
jected intravenously. Improvement was marked, 
she was on a full diet on the eighth day and dis- 
charged May 23 cured. 


The majority of the cases were much 
worse than these. 


The failure was in the case of a woman who 
had been vomiting three weeks when brought to 
me. She was obviously desperately ill. Her 
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pulse was 130, urine had 4-plus acetone and dia- 
cetic acid, hyaline and granular casts. She was 
markedly jaundiced, had severe epigastric pain, 
and vomited everything given by mouth. She 
was given sodium bicarbonate, but in the face 
of her desperate condition, even though she re- 
tained some milk four hours after the injection, I 
performed an abortion upen her. She vomited 
nearly three weeks after the operation and re- 
mained in the hospital two weeks longer. I be- 
lieve this to have been a beginning acute yellow 
atrophy of the liver. 

The combining power of the blood 
plasma and carbon dioxid by the Van 
Slyke method in the cases examined varied 
from 44 to 48 and the lowest alveolor car- 
bon dioxid tension was 30 in the case that 
had the abort. 

I do not wish to imply that every case 
of over-normal vomiting in pregnancy 
should receive an intravenous injection of 
sodium bicarbonate as soon as seen, al- 
though I think it would be relieved statim. 

We shall all continue luetin and the old 
established routine, but when the patient 
shows decided signs of distress and you 


- want to get results quickly, use sodium 


bicarbonate intravenously. 

The technic of the administration is 
very simple. The bicarbonate is removed 
from the center of a fresh can with a 
sterile spoon and dissolved in warm sterile 
distilled water in the proportion of 3 per 
cent; 350 mils is injected intravenously 
and may be repeated every twelve hours 
until the patient’s nausea has disap- 
peared, which in my experience has never 
taken over fifty hours or more than three 
injections. At the end of that time they 
clamor for food. 

Three cases, after the injection was 
given, had a severe chill and became blue 
around the lips and at the tips of the fin- 
gers, but all reacted well to stimulation 
and in a few hours were begging for food. 

The simplicity of administration allows 
sodium bicarbonate to be given in the 
home and at the sick bed. It cuts the Gor- 
dium knot of Catholic prejudice to abor- 
tion, if it be a real remedy. I hope that 
my enthusiasm has not borne me away on 
rose-tinged waves, and that this treatment 
will prove a means of relieving a condi- 
tion that is calculated to drive the aver- 
age physician mad. 


277 Calhoun St. 
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DISCUSSION 


Dr. Edward Speidel, Louisville, Ky—Most of 
us who come in contact with extreme cases of 
vomiting in pregnancy are not so fortunate as 
Dr. Wilson has been. 

It is essential to realize that cases of hyper- 
emesis have a neurotic and toxic feature. Wil- 
liams claimed he was able to differentiate be- 
tween the neurotic and toxic form by means of 
the ammonia nitrogen coefficient, but in his latest 
book he admits that the ammonia coefficient only 
indicates the degree of acidosis in the patient, 
and when the acidosis is the result of starvation 
the ammonia coefficient has a negative value. If 
it is only about 3 or 4 per cent, the patient is not 
suffering very much from acidosis. 

The neurotic element is invariably increased by 
the husband and anxious family. Those who take 
the trouble to investigate will be astonished to 
learn to what extent marital relations are con- 
tinued with the pregnant woman, even when she 
is suffering with nausea and vomiting. One es- 
sential in the treatment of these cases is the iso- 
lation of the patient from the husband and anx- 
ious family, if possible in a hospital with a 
trained nurse. 

The impression that a consultant gets from a 
series of cases is that we are dealing with very 
sick women, that it is a matter of life and death, 
and we must be in position in a short time to de- 
cide whether this pregnancy can continue or 
whether it must be interrupted. Consequently it 
has been my practice for five years to follow a 
very definite rule. Over a definite period I pro- 
hibit everything by the stomach and introduce a 
food solution into the rectum, after a preliminary 
colon irrigation of sodium bicarbonate, which 
seems to reduce the acidosis and cause movement 
of the bowels. The patient receives during the 
day a definite amount of the feeding solution 
which consists mainly of glucose and alcohol in 
the form of beef peptone and sherry wine, and 
then in addition in the night dose we add chloral 
hydrate, which keeps the patient in a somnolent 
state and prevents her from using up too much 
of her vitality. The solution is given by means 
of a small catheter, in six-ounce portions, be- 
cause we have found it less irritating than a Mur- 
phy drip. In 24 hours 1000 mils is given and 
the ordinary food requirements of the patient 
are satisfied in this manner. Of great impor- 
tance is the intravenous administration every 
three days of 500 mils of 10 per cent glucose so- 
lution. Instead of counteracting the acidosis 
chemically by sodium bicarbonate, we prevent it 
by supplying the carbohydrate deficiency that is 
causing acidosis. The glucose has a second ac- 
tion, in that it rehabilitates the devitalized liver 
cells and helps them to function properly again. 
We use corpus luteum extract intravenously. Dr. 
Wilson reports 35 cases cured with bicarbonate 
and Hirst reports 192 cases cured with corpus 
luteum. Others are not able to obtain such re- 
sults. We do get some results from corpus lu- 
teum intravenously. 

The regime described is carried out for nine 
days, and on the tenth day gastric lavage is done 
with sodium hicarbonate solution. Then feeding 
with dry food is begun: dry toast, shredded wheat 
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biscuit, etc. If this is retained the patient is 
carried on that, and the rectal feedings are grad- 
ually discontinued. If the patient vomits in 
spite of this regime, we consider it an indication 
for interruption of pregnancy, and we feel that 
the patient is in better condition for this at the 
end of the ten days than she would have been 
at the onset of the trouble. 


Dr. Burnley Lankford, Norfolk, Va.—There is 
a big difference between ordinary vomiting and 
pernicious vomiting, but we should expect perni- 
cious vomiting in every woman who has mild 
vomiting just as we should expect eclampsia in 
every pregnant woman. 


If the vomiting is due to imbalance of carbo- 
hydrate function of the liver, the treatment 
should be the introducton of carbohydrates into 
the system in some way, either by the mouth or 
by intravenous methods. Neurotic cases should 
be treated accordingly, and they include very 
minute details such as Dr. Speidel has given you. 
Where there is intestinal putrefaction the diag- 
nosis carries the treatment with it. 


Other conditions may be present to aggravate 
the condition of the patient. I might mention 
malformation, malposition of the uterus, inflam- 
mation or laceration of the cervix, or a previous 
gall bladder affection. All these should be in- 
vestigated and corrected if possible. In all mild 
cases you have a state of dehydration that may 
cause the pernicious type of vomiting. 


A method that has been lately added to our 
weapons to fight this complication of pregnancy 
is the duotlenal tube. Paddock recently has writ- 
ten several articles upon it. I have tried it and 
think it should always be considered before re- 
sorting to therapeutic abortion. 


Another thing I would like to stress is the in- 
travenous use of a 15 per cent solution of glucose 
and soda. I think it very much of an improve- 
ment over sodium bicarbonate alone. 


Dr. Moore brought out the value of glucose 
for liver protection. The liver needs help in this 
condition and you can give it help with glucose 
and soda, 


Dr. C. J. Andrews, Norfolk, Va.—It seems to be 
agreed by all that the use of alkalis and carbo- 
hydrates in the treatment of hyperemesis gravi- 
darum is eessential, particularly in severe cases. 
In these it is the dehydration and starvation 


‘which make these measures urgent. In some 


cases the intravenous method of giving these so- 
lutions is indispensable. I have not found the 
usual method of giving small quantities of solu- 
tions by rectum at intervals to be particularly 
successful. I have recently adopted the method 
of colon irrigation, which I call the slow method. 
I give two quarts of tap water containing three 
ounces of glucose and one ounce of bicarbonate 
of soda through a fountain syringe, the container 
being placed only about eighteen inches above the 
level of the bed. The patient is in the ordinary 
dorsal position. It requires about thirty minutes 
for this solution to pass into the intestines. The 
_— is directed to retain it as long as possi- 
e. 


In a badly dehydrated patient with collapsed 
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veins a iarge portion of this will be absorbed, 
and within a few hours the veins which have 
been collapsed may be more or less distended. 
This renders the intravenous injection of fluid 
much easier if it be needed, as the filled veins are 
easier to stab. This treatment is repeated two 
or three times in twenty-four hours. No cleans- 
ing enema is given, or needed, as the bowel move- 
ments following this will be quite sufficient. 

I think it has been shown that some of the fluid 
in this way actually passes into the small intes- 
tine. This, of course, greatly facilitates absorp- 
tion. 

Since adopting this plan we have seldom 
needed to give intravenous solutions. 

I have also used the duodenal tube in connec- 
tion with this treatment with some satisfaction. 

Certainly by these two methods the urine may 
be quickly alkalinized and the need for fluid and 
carbohydrate requirements supplied. 


Dr. Greer Baughman, Richmond, Va.—We had 
three cases of tetany in rapid succession in the 
hospital, one in the surgical service, and one in 
mine, after we had used bicarbonate of soda in- 
travenously. I do not know whether the bicar- 
bonate of soda caused the tetany, but I have 
been very cautious with it since. 

My plan of treatment of the women who are 
vomiting much food is to move them to the hos- 
pital, away from home surroundings, stop feed- 
ing them by mouth for two or three days, give 
them 5 per cent glucose with bicarbonate of soda 
by bowel and 200 mils or more of 20 per cent 
glucose solution freshly prepared, sterile, intra- 
venously. We have noted marked improvement 
in most of these cases. 

We use the skin, bowel and vein to introduce 
fluids and give solids by mouth as soon as the 
patient can retain anything. A solid cannot be 
vomited so easily as a liquid. 

Even the cases that are mildly nauseated are 
encouraged to use fractional feedings of solid 
carbohydrate food and to take their other liquids 
at other times. 

When these cases begin to show diacetic acid 
and acetone in their urine we give them 20 per 
cent glucose intravenously, frequently injecting 
20 mils with a syringe in the office. 


Dr. T. H. Daniel, Charlottesville, Va.—In a ma- 
jority of cases women with hyperemesis are neu- 
rotic. Recently I saw a woman who had been 
vomiting for two days. She was about six weeks 
pregnant and a primipara. I saw that at home 
there was no chance to keep her quiet, so I sent 
her to a hospital. Aside from the nausea she 
was in fairly good condition, but she wanted me 
to bring on an abortion. I tried suggestion. I 
talked about the baby, and in three days she was 
on a regular soft diet. She vomited only once or 
perhaps twice a day. But she insisted on going 
home. She went back to her former surround- 
ings, where friends and family sympathized with 
her, and in 48 hours began again. Another phy- 
sician used corpus luteum without result and in 
three or four days he performed an abortion 
upon her. 


Dr, J. Bolling Jones, Petersburg, Va.—I was 
called to empty the uterus of a woman who had 
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been vomiting for six days. She was in a home 
where there had been one case of acute yellow 
atrophy. When she became pregnant, in the 
minds of her husband, her family and herself, the 
thought was that she would certainly die from 
vomiting. She had three or four excellent at- 
tendants, but was vomiting every ten or fifteen 
minutes. She was put in the hospital at 9 o’clock 
and the operation scheduled at 10. At 10 o’clock 
we had a series of horrible accidents and the 
case was put off until 5 in the afternoon, when I 
emptied the uterus. After the woman died the 
nurse said she had not vomited since I had seen 
her in the morning and decided to empty the 
uterus. 


Dr. Wilson (closing).—I would rather give my 
patients one or perhaps two doses of sodium bi- 
carbonate and have them sitting up eating. hun- 
grily in three days than drag them out for a 
week or more on rectal enemata, milk diet or 
glucose. One square meal will do them more 
good than a carload of glucose. The average 
woman gives herself more soda in one morning 
(and some almost live on it for months) than I 
have given my two sickest patients in nearly 
three days. Dr. Baughman’s cases may have had 
a calcium deficiency or some of the other known 
causes leading to alkalosis. 

After two or at most three doses of sodium 
bicarbonate, glucose intravenously should be 
used. It prevents acidosis. I have only had to 
use it once. I would warn against a combina- 
tion of the two, fearing the formation of an in- 
soluble carbonate of glucose in the blood. 





THYROGLOSSAL CYST AND 
FISTULA* 


By HERMANN B. GESSNER, 
A.M., M.D., F.A.C.S., 


New Orleans, La. 


When I had the privilege of reading a 
paper on the above subject before this 
body some ten years ago, I stated that the 
records of the Charity Hospital of Louisi- 
ana located in New Orleans showed no 
case of the kind among 249,799 patients 
who had been discharged or who had died 
during the period 1880-1911. Evidently 
the contributions to literature within re- 
cent years have disseminated some knowl- 
edge of the subject, for the years 1912- 
1922 show among 176,827 patients 6 who 
were noted as having a thyroglossal cyst. 
The embryologic foundation of this patho- 
logic condition has been described so often 





*Read in Section on Surgery, Southern Medical Associa- 
tion, Seventeenth Annual Meeting, Washington, D. C., Nov. 
12-15, 1923. 
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and so fully that I shall not touch upon it 
except to remind you that the thyroid 
gland descends to its normal position from 
the base of the tongue, where it first de- 
velops. Normally the tract between these 
two levels becomes obliterated before 
birth. Exceptionally an epithelium-lined 
tube remains, in which cysts are apt to 
develop. 


I shall report the five cases upon which 
I have operated, with a review of their im- 
portant features. 


Case I.—H, W. P., a white man, 23 years old, 
was a street car conductor. His family and 
personal history were negative. His age when 
the first observation was made was 13 years. 
His age at rupture was 13 years. 

At that time he suffered with his throat. A 
so-called boil appeared on his neck, which rup- 
tured and continued to discharge up to the time 
of his admission. At this time (February 5, 
1912) he presented a fistulous opening in the 
middle line of the neck, over the lower part of the 
thyroid cartilage, the center of a puckered area of 
skin. The finest probes passed into this opening 
followed for the distance of about one inch a 
tract running upward. Attempts were made to 
inject this tract with bismuth paste and with 
argyrol to obtain a skiagraphic outline of its 
course. It could not, however, be traced by this 
method beyond the lower margin of the hyoid. 
The diagnosis of thyroglossal fistula was made by 
Dr. Rudolph Matas, senior surgeon of Touro In- 
firmary, through whose courtesy I was permitted 
to treat the case. The diagnosis was sufficiently 
confirmed, as we thought, by the fact that an 
injection of methylene blue through the fistulous 
opening was promptly spat up by the patient. 
He was operated upon by me under ether anes- 
thesia February 24. A curvilinear- incision was 
made a little below the fistula and the convex 
flap of skin turned up. The median tract was 
then dissected up, following it to the thyroid 
body below and between the thyroid cartilage 
and the hyoid bone above to the base of the 
tongue. The uppermost part of the tract was 
followed through its continuity with the better 
identified lower portion. It was closed with 
drainage and promptly healed. The patient was 
still well in. May, 1913. Examination of the tis- 
sue removed threw no additional light on the 
case. 


Case II.—J. A. LaB., a white boy 5 years old, 
was attending school. His age when the first ob- 
servation was made was 2 years and age at rup- 
ture 5 years. 

Swelling was observed in the midline of the 
neck, just above the thyroid cartilage, in 1909, 
which lasted about two months, then gradually 
disappeared. The following year the swelling re- 
turned and ruptured and discharged fluid for 
some time. In 1911 it again became prominent 
and was aspirated. In June, 1912, there was a 
swelling, globular, fluctuant, and about 2.5 inches 
in diameter, the center corresponding to the: in- 
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terval between the hyoid and thyroid. This rup- 
tured on July 1, 1912. Operation was done July 
3, practically as in the previous case. It healed 
promptly. There was no confirmation by injec- 
tion and examination of the tissue was negative. 
The patient was well in May, 1913. There was 
recurrence of the fistula in this case. 


Case IJI.—W. O. was a negro laborer, 21 years 
old. His age when the first observation was 
made was 14 years. There was no rupture. In- 
cision was made at 14 years. 

The swelling was described as a round ball be- 
tween the hyoid and thyroid cartilage. It was in- 
cised after a few weeks and was operated upon 
twice unsuccessfully before he came to Charity 
Hospital. The condition was not recognized. 
Three excision operations were done by me with- 
out success. In one of these operations, at the 
time when the fluid of the tract was encysted, 
no fistula existing, about an ounce of straw-yel- 
low, viscid fluid was evacuated. The patient 
then, while serving as orderly, went to the Eye, 
Ear, Nose and Throat Hospital. There, under 
the diagnosis of “postoperative fistula of the 
neck,” which appears among the diseases treated 
in 1911, he was treated with caustic and irritant 
injections. Having in February, 1912, had the 
opportunity of dealing with Case I (H. W. P.), I 
looked up W. O. and had the good fortune to be 
able to operate upon him again in August, 1912. 
This was my fourth operation upon him. The 
diagnosis was confirmed by means of a methylene 
blue injection of his fistula, the colored fluid be- 


ing promptly spat up. The operation was satis- 
factory and healed promptly. The patient was 
still well in May, 1913. 


Case IV.—C. P. was a white girl 10 years old. 
When the first observation was made she was 7 
years old. At the age of 10 years the cyst was 


operated upon to correct deformity. Following 
the operation there was a ropy, colorless dis- 
charge, odorless and painless. Occasionally the 
opening closed. The father would reopen it with 
a razor or the mother with a pin. 

When seen by me in January, 1922, there was 
in the middle of the neck a cyst-like mass at the 
level of the hyoid bone. This was freely movable 
and painless, fluctuating, about one-half to three- 
quarter inches in diameter. 

She was operated upon under ether January 13. 
A curvilinear incision across the neck raised the 
skin and platysma. The tract did not involve the 
hyoid. It was dissected up between the genio- 
hyoglossi, where it terminated abruptly. There 
was no evidence of viscid fluid such as would 
suggest the opening of the'tract. Healing: was 
prompt, the patient being discharged in a week. 
Tissue examination was negative. A _ report 
from a physician in September, 1923, was to the 
effect that there had been no recurrence of the 
discharge. 


Case V.—M. E., a white girl 12 years old, had 
been observed first at 4 years, and operated upon 
at this time. From time to time there had been 
discharge of a fluid said to resemble the white of 
an egg. In the intervals between the periods of 

lharge there was a swelling described as of 
the size of a thumb. 
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When she came to Touro in August, 1923, 
there was a reddened, indurated area about one- 
half inch in diameter, raised above the surface, 
a little above the level of the thyroid cartilage. 
A clear, sticky fluid was discharged. 


She was operated upon August 31. A trans- 
verse incision was made surrounding the orifice 
of the fistula. Dissection was carried up to the 
hyoid bone, behind which the tract went. The 
hyoid bone was freed of periosteum on either side 
of the median line, and divided in the middle 
with Liston forceps. A quarter inch piece of the 
hyoid on the right side cracked off and was re- 
moved. The tract was followed up to the base 
of the tongue, where traction identified its sit- 
uation. After dissecting quite high up the fistu- 
lous tissue broke off and it was not possible again 
to follow it. Tissue examination was negative. 
On November 9 there was no cyst or discharge. 

Of the five cases, 4 were white, 1 col- 
ored, 3 male, and 2 female. There was re- 


currence in one of the five. 

The diagnosis was made by the presence 
of a cyst or fistula in the midline of the 
neck, between the thyroid and the base 
of the tongue, containing or discharging a 
clear viscid fluid. 


In two cases the diagnosis was con- 
firmed by injection of colored fluid. This 
test should be made as a routine measure 
because it shows whether or not the tract 
opens on the base of the tongue; moreover, 
the staining of the tissues may facilitate 
thorough dissection. 


In one of my cases the hyoid was di- 
vided to make possible the dissection of 
the tissue behind the bone. I have had no 
occasion to excise a median perforated 
segment of this bone, as advocated by Sis- 
trunk, nor have I carried the dissection to 
the point of excising the tissue around the 
foramen cecum at the base of the tongue. 

It seems probable that while this in- 
sures a good result, the removal of the 
tube up to near the foramen will permit 
the discharge of secretion into the mouth 
and so obviate the recurrence of fistula 
below. 

This condition, while not threatening 
life, is the cause of much annoyance to 
patients, especially to girls, whose mode 
of dress makes the lesion more conspicu- 
ous. A spread of information on this sub- 
ject may save some of my colleagues the 
experience which I had in Case III, upon 
whom I operated three times unsuccess- 
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fully in complete ignorance of the char- 
acter of the lesion. 





DISCUSSION 


Dr. W. E. Sistrunk, Rochester, Minn.—Be- 
cause so many patients who are operated upon 
for this condition have a recurrence of the trou- 
ble, I suggested some years ago an operation, 
which I described in the Annals of Surgery, and 
which in my hands has proved very satisfactory. 


We make a transverse skin incision and dissect 
the cyst with the thyroglossal tract up to the 
hyoid bone. A segment of this bone is then re- 
moved and the tissues surrounding the tract are 
dissected back through the base of the tongue 
at an angle of about 45 degrees to the foramen 
cecum. The thyroglossal duct tract is usually 
not larger than the lead of an ordinary lead pen- 
cil and it is almost impossible to dissect it out 
without breaking it unless the tissues surround- 
ing it are also cored out. Lately I have slightly 
changed the operation described in the Annals of 
Surgery by introducing a finger into the mouth 
after the segment of hyoid bone has been removed 
and locating the foramen cecum by feeling the 
circumvallate papillae. With this finger in the 
mouth the foramen cecum is pushed up towards 
the hyoid bone. When a procedure of this sort 
is used, it is much easier to dissect through the 
base of the tongue and the dissection can be very 
much more accurately done. 


While I removed the foramen cecum in the ear- 
lier cases operated upon since I have used a finger 
in the mouth as a guide, I have dissected the 
tract back to the mucous membrane of the tongue, 
but have not cut through the mucous membrane 
into the mouth. A procedure of this sort pre- 
vents the development of a salivary fistula. When 
such fistulae did develop in one or two of the 
earlier cases they healed quickly and without in- 
cident. The ends of the hyoid bone are sutured 
with chromic catgut and a small drain is intro- 
duced down to the hyoid bone. 


One or two minor accidents happened while I 
was developing the technic of this operation. In 
orie patient the dissection was carried through 
the hyo-epiglottic fold by failing to keep at a 45 
degree angle, in this way exposing the epiglottis. 
The opening was closed and no serious complica- 
tion followed. In another patient, in ligating a 
vessel by suture, the hypoglossal nerve was 
caught and the patient developed paralysis of one 
side of the tongue. 


The diagnosis of thyroglossal duct cysts usually 
is not difficult. The tumor generally is found in 
the midline of the neck, most often between the 
hyoid bone and the tip of the thyroid cartilage. 
The fact that it is present in the midline usually 
differentiates it from the branchial cysts, which 
usually come along the angle of the jaw, around 
the bifurcation of the vessels or near the sternal 
a just to the inner side of the sternomastoid 
muscle. 


Prior to the time that we used this operation 
we dissected the cyst tract back to the hyoid bone 
and cauterized the point where it was broken off 
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at the hyoid bone. I think we cured about one- 
third of the patients operated upon. Since we 
have done the operation described, I have oper- 
ated upon about twenty patients for this condi- 
tion and, as far as I know, all have been cured. 


Dr. William Edgar Fallis, Louisville, Ky.—I 
wish to know whether the essayist has noticed in 
any of his cases any hypothyroid symptoms. [| 
have a brother-in-law who has a branchial cyst on 
the left side which was operated upon many 
years ago with no results. This man now is a 
confirmed invalid, with arthritic symptoms which 
in my judgment are superinduced by deficiency 
in the metabolism, possibly the result of his thy- 
roid condition. He is improving somewhat under 
thyroid medication. 


Dr. E. T. Newell, Chattanooga, Tenn.—I have 
had two of these cases in the last year and a half 
and have used the Sistrunk operation, removing 
the bone and in both cases have obtained good 
clinical results. One of them is about a year 
and a half old and the other seven or eight 
months. I was glad to have Dr. Sistrunk give us 
the point about bringing the tongue forward, for 
I have felt, just as he has, that I never would 
get to the posterior extremity of the tongue. 


Dr. Gessner (closing).—I have observed no 
hypothyroid symptoms in any of my cases. 

-I wish to acknowledge my indebtedness to Dr. 
Sistrunk for the light he has thrown on this 
work. 

One point I may add -which is a little at vari- 
ance with him. I see no reason for taking out 
a part of the hyoid as a routine. In one case I 
had to follow the hyoid very closely and a piece 
broke off; but I saw no reason for resecting it. 





OLD DISLOCATION OF OS MAGNUM; 
OPEN REDUCTION AND 
STABILIZATION* 


By LAWSON THORNTON, M.D., 
Atlanta, Ga. 


As a result of this simple procedure a 
useless, painful hand was restored almost 
to normal function and freed from pain. 


The patient, a negro laborer, had fallen from 
a stepladder and had his whole body weight 
thrust upon the dorsum of his right hand, forcing 
the wrist into acute flexion. Following the injury, 
the hand and wrist were swollen and painful. 
Six weeks later, when referred to us, the fingers 
and wrist were held in palmar flexion and could 
not be extended. There was a marked bony prom- 
inence over the center of the dorsum of the wrist. 
When making an effort to grasp with the hand 
the grip was very feeble and considerable pain 
in the carpus experienced. The x-ray picture 





*Read in Section on Bone and Joint Surgery, Southern 
Medical Association, Seventeenth Annual Meeting, Washing- 
ton, D. C., Nov. 12-15, 1923. 
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1.—Longitudinal section through the middle of 
carpus, showing backward dislocation of the 
proximal end of os magnum. 


showed dorsal dislocation of the proximal end of 
the os magnum, 

On account of the duration of the displacement 
it was decided to do an open reduction and at the 
same time fuse the proximal end of the os mag- 
num to the adjacent carpal bones. 

A longitudinal incision was made over the dor- 
sum of the wrist. After removing the carti- 
laginous surfaces from the proximal half of the 
os magnum and its adjacent articular surfaces, 
the dislocation was easily reduced. Very thin 
bone shavings were then cut with an osteotome 
and left in situ to insure fusion of these carpal 
bones. 

A plaster cast was applied with the wrist in 
dorsal flexion and the fingers extended. Six 
weeks later the cast was removed and baking, 
massage and motion begun. Normal function 
was gradually regained. The wrist has almost 
normal range of motion. The carpus is fused 
and is stable. 


It is suggested that stabilization of the 
wrist might be the method of choice in 
the treatment of derangements of other 
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bones of the carpus rather than removal 
of the injured or dislocated bone. 


15 W. Alexander St. 


" DISCUSSION 


Dr. Robert B. Osgood, Boston, Mass.—One of 
the best reviews I have come across of displace- 
ments of the carpal bones and old carpal inju- 
ries was that of Cohen in the Annals of Surgery 
in 1922, in which he found 193 cases of carpal 
injuries, of which 106 were injuries to the scaph- 
oid alone or in conjunction with other injuries. 
In this group there were six injuries of the os 
magnum compared with106injuries of the scaph- 
oid. Speed has also given a very good review 
and thinks these injuries are usually due to falls 
on the hand. An Italian observer, Nicotra, 
thinks some of them are due to twisting or 
wrenching injuries as well as falls, and points 
out that if one falls on the palm with the hand 
radially deflected the scaphoid is fractured, 
whereas if one falls with it not radially but ul- 
narly deflected, the lesion is a dislocation rather 
than a fracture. Speed calls attention to the fact 
that after a dislocated carpal bone has been out 
for some time, although we admit that it may be 
replaced with comparative ease soon after opera- 
tion, it is necessary to use such force to get it 


t 


2.—Drawing of the dersum of the hand, showing 
the proximal end of os magnum dislocated and 
lying upon the scaphoid and semulunar bones. 
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3.—Drawing showing palmar view of bones of same 
hand. 


back that you injure the structures, or if you 
cannot get it back it acts as a foreign body and 
the function of the wrist is seriously interfered 
with. The lesions of the os magnum are sec- 
ondary to those of the semilunar, but those of the 
foot are usually caused by the same sort of thing 
that causes the injury of the little finger. The 
os magnum is injured as the semilunar passes 
backward. This case presents a really important 
contribution to the subject because we know that 
thorough arthrodesis of the wrist with semidorsal 
flexion gives us a very useful wrist, and if in 
these old dislocations we may take out the bone 
and replace it, making it viable by grafts from 
other bones, we do not leave the holes in the 
wrist and may, it seems to me, expect to have a 
functioning wrist, such as Dr. Thornton obtained 
in his case. 

I saw a man who had an accident when crank- 
ing his automobile five weeks before and we found 
a small crack in the articular surface of the 
radius. The hand was still much swollen. I 
took an anteroposterior and a lateral roentgeno- 
gram of the wrist, but being sure of my opinion 
before I took it, I did not look so carefully as I 
ought to have looked at the lateral view until 
after the man had left the office. Then I found 
that the roentgenogram showed perfectly defi- 
nitely an anterior dislocation of the semilunar, 
which I had missed. 
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In the anteroposterior view a dislocation of 
the semilunar is very likely to be missed. 

I shall try to follow Dr. Thornton’s lead by 
trimming the semilunar before trying to make it 
fit in the old hole. 


Dr. John Joseph Shugrue, Washington, D. C.— 
I saw recently a football player who had been 
injured one month prior to his visit to me. He 
had an enlarged anteroposterior diameter of the 
wrist, and very little grip in his right hand. 

Two things stood out as the probable diag- 
nosis: first, fracture with great callus formation; 
second, an old carpal dislocation, the most fre- 
quent being the variations of the semilunar or 
lunate carpal bone. 

The lunate bone may roughly be considered 
as a wedge-shaped bone having six surfaces: 
superior, articulating with the radius; inferior, 
articulating with the os magnum and hamate 
bones; posterior surface, smaller than the ante- 
rior surface; lateral, articulating with the navicu- 
lar bone, and medial, articulating with the tri- 
angular bone. Owing to the relatively larger 
anterior than posterior surface we would natu- 
rally expect an anterior dislocation. 

In addition, the lunate bone forms the roof of 
a small ball and socket joint in the mid carpus 
and lies directly superior to the capitate and 
hamate bones. This joint has all the characteris- 
tics of a small enarthrodial joint. 
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4.—Drawing showing incision exposing dorsally dis- 
located proximal end of os magnum and the ad- 
jacent carpal bones. 
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5.—Drawing showing cartilage excised from proxi- 
mal half of os magnum and adjacent articular 
surfaces, and dislocation reduced. 


As to the actual dislocations, there are two 
types: first, a pure dislocation anteriorly of the 
lunate bone wherein the rent takes place in the 
lower part of the anterior capsular ligament of 
the mid-carpal joint and the lunate bone rotates 
through an arc of ninety degrees, so that the 
superior surface is no longer in relation with the 
radius, but looks backward to the anterior aspect 
of the other carpal bones and the inferior cup- 
shape surface looks forward; the bone lying just 
under the transverse carpal ligament in the com- 
partment containing the flexor digitorum subli- 
mis, the flexor profundus digitorum, flexor pol- 
licis longus and the median nerve; pressure upon 
these structures probably accounting for the loss 
of grip in this case and in all cases of very long 
duration. The second type, which resembles Dr. 
Thornton’s case, I would call a subtotal retro- 
carpal dislocation. The lunate still retains its 
normal relation with the radius, but the os mag- 
num lies posteriorly, the dislocation is at the 
same joint, except that the lunate does not ro- 
tate. In both of these types, keeping in mind 
the larger area of the anterior surface of the 
lunate bone or the base of the wedge, we can 
think only of an anterior dislocation and rarely, 
if ever, has a posterior dislocation of this bone 
been reported. 

In reducing a lunate dislocation four methods 
are at hand: a closed reduction under anesthesia; 
open reduction by an anterior incision; removal 
of the bone by an anterior incision, or, lastly, by 
the method I consider best, by an incision pos- 
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teriorly and reduction of the bone. The closed 
reduction is sometimes successful in very recent 
cases. Usually incision is necessary. I used the 
fourth method in this case. I fashioned an in- 
strument suggested by Dr. G. C. Davis in Sur- 
gery, Gynecology and Obstetrics from the steel 
spring of an ordinary needle holder. This in- 
strument consists of flat steel, one-quarter of an 
inch wide, with an S-shaped extremity. The in- 
cision was made posteriorly over the proximal 
row of carpal bones just lateral to the line of 
the distal radio-ulnar articulation, the extensor 
digitorum communis was pushed aside and the 
dorsal radiocarpal ligament incised. The lunate 
bone was not felt. Its former position was indi- 
cated by a small hole hardly large enough to ad- 
mit the tip of my little finger. While an exten- 
sion and counterextension was being made I freed 
with curved blunt scissors the adhesions not only 
in the hole but also anteriorly through the hole. 
Then, introducing my _ skid, which practically 
looped about the head of the os magnum, its tip 
engaging upon the lowermost anterior border of 
the semilunar bone, depressing the handle of the 
skid distally, the os magnum was pushed in the 
same direction, while the lunate bone was guided 
in the opposite direction back into place. There 
was absolutely no trauma to any of the frail 
cancellous bone of the carpus. The incision has 
healed well. 

Dr. Albertus Cotton, Baltimore, Md.—The 
requisites for proper interpretation of films of 
the carpal region are first an accurate knowledge 
of the normal size and location of the carpal 
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6.—Drawing showing bone shavings cut from the os 


magnum and adjacent carpal bones and left in 
situ to produce fusion. 
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bones; second, knowledge of the most common 
injuries found; third, a complete x-ray examina- 
tion consisting of anteroposterior stereoscopic 
and plain lateral films. 

The most common injury of the carpal region 
is fracture of the scaphoid either alone or asso- 
ciated with dislocation at the joint between the 
scaphoid and the semilunar (proximal bone) and 
head of the os magnum (distal bone). In this 
injury the fractured scaphoid, together with the 
semilunar and the radius, are displaced forward 
and the head of the os magnum backward. Prob- 
ably the next most common injury is a complete 
dislocation of the semilunar bone forward. In 
this injury the semilunar bone is completely sep- 
arated from its connection with the radius, 
scaphoid and cuneiform on the proximal and from 
the os magnum on the distal side. Fractures of 
the other carpal bones are rare and are usually 
the result of direct violence. 

No attempt should ever be made to diagnose 
the injury from one anteroposterior film alone, 
even though the normal wrist is taken for com- 
parison. 

Recent fracture of the scaphoid alone can usu- 
ally be reduced by manipulation, after which the 
wrist is put in a Jones cock-up splint or a short 
cast with the wrist in moderate extension. Re- 
cent fracture of the scaphoid with dislocated os 
magnum (second variety) can usually be easily 
reduced, but is not so easily retained in position. 
A position of moderate flexion of the wrist is 
sometimes found best to hold the fracture. Re- 
cent complete forward dislocation of the semi- 
lunar can be treated (a) by reduction by manip- 
ulation; (b) by open reduction; (c) by operative 
removal. Both the first and second methods are 
difficult and not infrequently fail. The third 
method, operative removal, is easily accomplished 
by anterior incision. It gives immediate relief 
from severe pain from pressure on the median 
nerve and gives a good ultimate functional result. 
Treatment of old cases should be operative re- 
moval of the dislocated scaphoid and semilunar 
in the first type, operative removal of the frac- 
tured scaphoid and semilunar in the second type, 
and operative removal of the dislocated semilunar 
in the third type. 

The arthrodesis operation advocated and per- 
formed by Dr. Thornton opens up a new field of 
treatment of this condition. It is possible that 
this treatment will give a more stable joint and a 
better function. 





CHRONIC APPENDICITIS* 


By GEORGE R. WEsT, M.D., F.A.C.S., 
Chattanooga, Tenn. 


The correct diagnosis of abdominal con- 
ditions is a rare medical accomplishment, 
never the work of the occasional operator 
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or of the novice. It is the composite of 
natural appitude, plus long and patient 
clinical skill and experience. All the me- 
chanical aids in the Universe cannot sup- 
plant clinical wisdom. Ofttimes they are 
only aids to complete the diagnosis chart. 


The correct interpretation of abdominal 
affections is beset with endless obstacles, 
because of the reflected pains from juxta- 
posed or distant organs, and because of 
the varying density of different organs 
and the presence of adhesive inflamma- 
tions, x-ray is-often of little assistance. 


There is no cut and dried table of symp- 
toms applicable to most cases of chronic 
appendicitis. 

The late John B. Murphy said: 

“The diagnosis of chronic appendicitis should 
never be acted upon in an operative way until all 
the conditions involving a differential diagnosis 
have been excluded by a careful analysis of the 
history and symptoms and a systematic examina- 
tion for each of the diseases. If this plan is fol- 
lowed, an unnecessary operation will rarely, if 
ever, be performed.” 

One presupposes that the diagnosis of 
chronic appendicitis is, or may only be, 
made after a long observation; and that 
if the abdominal complaint baffles the di- 
agnostic skill of the operator an explora- 
tory incision should unhesitatingly be per- 
formed. 

The removal of the appendix may cure 
affections remote from the appendix, and 
as all appendices are removed as a routine 
practice in the course of all abdominal 
work, we may conclude that it is not 
proper to ascribe failure in any given case 
to the wrong diagnosis, but rather claim 
credit for the removal of one of the prob- 
able causes of the patient’s suffering and 
distress, 

There is no special pathology of the 
chronically inflamed appendix. There are, 
as may be surmised, peritoneal involve- 
ment, obliteration of the whole or part 
of the lumen, perhaps stricture of the tube 
with more or less dilatation of the distal 
extremity, the presence or absence of con- 
cretions, foreign bodies, etc. 

In an elaborate study, Aschoff asserts 
that obliteration of the lumen of the ap- 
pendix proves to his mind conclusively 
that 50% of humanity has suffered at one 
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time or another from attacks of appendi- 
citis. He concludes that this rudimentary 
gut is a menace and urges its removal as 
a routine practice. 

“T believe,” he declares, “that any surgeon 
who is willing to follow the facts to their logical 
conclusion will say if he is not afraid of ridicule 
that routine appendectomy is logical and reason- 
able for every child.” 

In a series of 100 abdominal sections 
taken in consecutive series, quite promis- 
cuously, from the records of the Massa- 
chusetts General Hospital, 71 showed defi- 
nite appendicular lesions, although no 
such pre-operative diagnosis had been 
made. Codman! reports a series of 98 
abdominal affections diagnosed as chronic 
appendicitis, only in 61 of which could 
pathological evidence be established. 

In this series among the errors made in 
diagnosing pathological entities as chronic 
appendicitis may be mentioned two in- 
stances of chronic salpingitis; three cases 
of tuberculous mesenteric glands; and one 
each of painful right inguinal hernia, gall 
stones, small ovarian cyst, tuberculous 
peritonitis, congenital pelvic kidney, tape 
worm, cardiospasm, general syphilis and 
appendicular spasm. 

A definite diagnosis of chronic appendi- 
citis cannot be made in the absence of a 
history of repeated acute attacks. 

With the risk of becoming tiresome we 
reiterate the symptom complex of the sim- 
ple, uncomplicated acute attack, for it is 
the opinion of many of the best surgeons 
that the orderly appearance of the symp- 
toms of acute appendicitis is a necessity 
for the establishment of a positive diag- 
nosis of chronic appendicitis. 

We tabulate this symptomatology as 
follows: 

(1) Pain in the abdomen, sudden and 
severe, primarily referred to the epigas- 
trium. 

(2) Nausea and vomiting usually three 
or four hours after the onset of the pain. 

(3) General abdominal sensitiveness, 
most marked on the right side, or more 
particularly over the appendix. 

(4) Elevation of temperature, begin- 
ning two to twenty-four hours after the 
onset of the pain. 





areas of hyperesthesia. 
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(5) Leucocytosis. 

Be it remembered that the absence of 
any macroscopical or microscopical 
changes in the appendix does not neces- 
sarily preclude the possibility of disease. 
For the very active appendicular mucosa 
and the richness of lymphoid tissue with 
its reparative power, allow of the presence 
of an inflammation of the appendix and 
of its rapid restoration to normal. 

Given the history of several recurring 
acute attacks, the diagnosis of chronic ap- 
pendicitis is easily made out. 

However, many of these cases are not 
so readily diagnosed. Indeed, the chronic 
form may offer a history of previous at- 
tacks and of localized tenderness with 
I am inclined, 
therefore, to place as a cardinal point of 
first importance the history ef previous 
attacks. 

It is true that these may not have been 
recognized as such. The sensory symp- 
toms probably result from the combined 
effects of motor and secretory disturb- 
ances. The gastric symptoms may be the 
sole manifestations of the disease. All 
chronic appendicitis cases should have 
careful and complete examinations of the 
digestive tract. 

Satterlee? believes that 

“The symptoms of chronic appendicitis and 
cecal diseases are often very similar and that the 
proper treatment of intestinal toxemia may clear 
up symptoms resembling chronic appendicitis.” 

In a minute study of the affection, 
Knickerbocker,® pathologically and histo- 
logically, arrives at the conclusion that in- 
fection of the appendix is carried into the 
lymph system, thence to the portal circu- 
lation, resulting in secondary involvement 
of the liver, especially in the biliary 
tracts. Cicatricial deposits in the tissues 
lead to deformity. Entrapped nerve fibers 
lead to reflexes in other organs, notably 
the stomach and the small intestines. _ 

There are very many theories advanced 
to account for the symptomatology and the 
clinical findings of cases of chronic appen- 
dicitis. While many of them are inge- 
nious and conform to the more recent ad- 
vances in the field of medical and surgical 
research, the insurmountable difficulties, 
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too often encountered in attempting defi- 
nite diagnosis of the affection, obstinately 
remain. 

As has been intimated, the clinical pic- 
ture is, so far as symptomatology is con- 
cerned, inconstant. Some patients put all 
of the symptomatology in gastric disor- 
ders. Others magnify their intestinal 
symptoms. Still others have a combina- 
tion of the two. Not a few have anorexia 
and a symptom complex closely allied to 
gastric ulcer. To this class of cases, Lon- 
guet applied the rather graphic term, “ap- 
pendicular dyspepsia.” Many suffer from 
constipation, others from a mild form of 
colitis. Micturition is more frequent. 
Many patients complain of a sense of 
weight in the abdomen and of distress in 
the right side when lifting or bending the 
body. Patients generally lose weight, be- 
come pale and anemic and most of them 
are neurotics. 

While physical examination may reveal 
tenderness in the region of the caput coli, 


many times such an examination is nega- 


tive. Very frequently, in chronic cases, 
considerable distention of the caput coli 
may be found. 

The employment of the x-ray is of very 
doubtful utility. Much is misinterpreted 
and much less understood upon the plate. 
At times adhesions may be discerned 
about the appendix and cecum, an adher- 
ent appendix, ileac stasis, etc. But the 
roentgen ray is not a substitute for the 
tactile sense and surgeons are not over 
enthusiastic about it in abdominal sur- 
gery. Indeed, not a few surgeons warn 
against its employment, asserting cor- 
rectly that an unemptied cecum completely 
obscures the appendix upon the plate and 
that surrounding organs, especially if 
there be any inflammation, so confuses 
and blurs the picture as to make its read- 
ing an impossibility. 

We emphasized the presence of leucocy- 
tosis as forming part of the clinical pic- 
ture completing the diagnosis of a typical 
case of acute appendicitis. In a detailed 
study of this part of the subject, Fried- 
man‘ found a transitional leucocytosis or 
an increase in the large mononuclears and 
in transitional leucocytes, or an increase 


SOUTHERN MEDICAL JOURNAL 


June 1924 


in either of them in 87 per cent of patients 
in whom evidences of chronic peptic ulcer 
were obtained, or in the blood of those 
in whom cholelithiasis, renal calculi or 
other organic abdominal conditions were 
found at operation. A transitional leuco- 
cytosis was found in patients in whom 
appendicitis was present with other ab- 
dominal organic conditions. 


Hyperleucocytosis and polymorphonu- 
clear leucocytosis are not so commonly 
found in chronic appendicitis as is the 
transitional type. 

A transitional leucocytosis is of more 
value in determining the diagnosis of ap- 
pendicitis than are the x-ray findings. 
Many of the best surgeons pay little heed 
to the blood findings, believing that such 
investigations are of greater scientific 
value than of practical worth. In in- 
stances of chronic appendicitis the leuco- 
cyte count is from 8000 to 9000 and fairly 
constant. 

Before surveying the broad field of dif- 
ferential diagnosis, allow me to call your . 
attention to a peculiar sign, noted some 
years since by a Russian clinician.’ I, too, 
have observed the phenomenon. It occurs 
with recurrent attacks of appendicitis and 
consists of a relaxation of the abdominal 
musculature of the right side as compared 
with the musculature of the other side. 
The underlying abdominal organs on the 
right side are more accessible to the pal- 
pating fingers, while the muscles on the 
right side may be grasped and even 
slightly lifted, as in a fold. Elasticity ap- 
pears diminished and to the tactile sense 
there is a feeling of a fibrous abdominal 
covering. 

May it not be that repeated reflex action 
which leads to tension in repeated acute 
attacks may so disturb nutrition as to re- 
sult in atrophy of.the musculature? 

Another parenthetic remark is this: 
There is much confusion in the profession 
between the terms “recurrent” and 
“chronic” appendicitis. Systematic surgi- 
cal writers agree that they are not synony- 
mous, 

The term “recurrent appendicitis 
should be reserved for the cases which 
have recurrent, acute, inflammatory at- 


” 
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tacks, with all the essential symptoms of 
a primary seizure. The term “chronic” 
should never be applied to this class of 
cases. All of these terms express distinct 
lesions of the appendix, and combined 
they do not cover all the pathological 
states found in this organ. There may be 
added adhesions, displacements, flexions, 
rotations on its axis, chronic retentions, 
foreign bodies, etc. 

The term “chronic appendicitis” should 
include all of the chronic symptom-produc- 
ing conditions of the appendix other than 
those embraced in the preceding special 
headings. These appendiceal lesions pro- 
duce grave disturbances in the digestive 
equilibrium, even where the anatomic 
changes in the appendix are compara- 
tively small. Yet one thing is certain, the 
profession should either make the terms 
synonymous, as incorrect as it may be, or 
definitely separate the two, for the confu- 
sion that has been caused and the errors 
that have been recorded from the mis- 
taken notion that the two separate entities 
are one, has made much of the recorded 
data a mass of contradictory evidence. 

It would be an almost endless task to 
record here all the diseases and conditions 
that have been mistaken for appendicitis, 
acute, recurring or chronic, and vice 
versa. This of itself is proof enough that 
the subject of chronic appendicitis is all 
too little understood and is a matter of 
commanding importance. 

We mention these as being frequently 
confused ‘with appendicitis: movable kid- 
ney with or without Dietl’s crisis, renal 
calculus, pyelitis, pyloric ulcer. Lesions 
in the right lower quadrant include: in 
the male, volvulus, intussusception, intes- 
tinal obstruction, incomplete hernia, in- 
fection of the vas deferens, etc.; in the fe- 
male, affections of the genitalia on the 
right side. Let it be remembered that in 
diseases of the adnexa there is a history 
of chronic suffering, except in the acute 
cases of post-abortive or post-partum sep- 
sis. A history of intra-uterine instru- 
mentation, curettement or acute gonococ- 
cal vaginal infection is very common in 
acute infections of the pelvic organs. 

The presence of abdominal pain, espe- 
cially when localized in the right iliac 
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fossa, gives presumptive but certainly not 
positive evidence of the existence of ap- 
pendicitis. 

Lower and Jones® cull from their large 

army experience the marked pain com- 
plained of in the appendicular region, 
“a right-sided pain strongly suggesting appendi- 
citis which followed an attack of mumps, the 
temporary appendicular inflammation being fol- 
lowed by an involvement of the testes.” 

Gastric and duodenal ulcer may strongly 
simulate an attack of appendicitis. The 
ulcerous pain is more excruciating and the 
interval in ulcer is only hours, as meas- 
ured in chronic appendicitis by months. 
In ulcer the vomiting persists and relief is 
obtained. The vomiting in appendicitis 
due to peri-appendicular involvement does 
not afford relief, is not so frequent as in 
ulcer and often offers the “spinach” green 
appearance. 

Trousseau’s famous dictum: “In cases 
of supposed abdominal affections in child- 
hood, always examine the chest,” is a mat- 
ter never to be lost sight of. The pres- 
ence of abdominal pain in the very early 
stages of pneumonia, particularly in chil- 
dren, may simulate cases of appendicitis. 

Of the affections that simulate chronic 
appendicitis, tuberculosis is most fre- 
quent. In the presence of a slow and 
sometimes a febrile process, much diffi- 
culty is often encountered in determining 
if the disease be tuberculous or appendic- 
ular. At the French Congress of Surgery, 
in 1911, it was urged that an appendec- 
tomy be performed for “pseudo-tubercu- 
losis” of adolescents, an affection which it 
was stated is characterized by emaciation, 
fatigue and digestive troubles, falsely at- 
tributed to tuberculosis. 

Unnecessary operations are often per- 
formed upon those who give a history of 
chronic pain and tenderness in the right 
iliac fossa, without any history of an acute 
attack. Lane and his followers hold that 
symptoms simulating chronic appendicitis 
may be caused by a kink of the lower 
ileum, engendered by a peritoneal band, 
occasionally present on the left or inferior 
aspect of the ileum about three inches 
from the cecum, which binds down the in- 
testine close to the pelvic brim. The band 
is congenital and is a relic of the descent 












sdiidinnig ues ae 
— aS See ae eee aes eee tetera tpestennesianndepimiaignmmniieinaanenmanemanes gue 








438 


of the testes and ovary. On the same 
principle the remains of Jackson’s mem- 
brane may persist in its origin from the 
right lateral process of the great omentum 
and constrict the ascending colon. Often 
the symptoms of chronic appendicitis may 
be due to an associated abnormally mobile 
proximal colon. 

It is said that acute appendicitis is 
more common in the male; chronic appen- 
dicitis, in the female. May it not be that 
many cases in the female that do not come 
to operation are diagnosed as instances 
of chronic appendicitis when the pains are 
merely reflected from the genital and re- 
productive organs? 

No operation for chronic appendicitis 
should be attempted unless all other ab- 
dominal and pelvic conditions are first 
carefully looked into. We should not for- 
get in making up a symptom complex 
that hyperacidity, pylorospasm and epi- 
gastric tenderness may be caused by 
chronic appendicitis, but are not admitted 
as the cause until gastric analyses and the 
x-ray findings are returned as negative. 

Chronic appendicitis bears an impor- 
tant etiological relation to gastric ulcer 
and cholecystitis, and we find them fre- 
quently co-existent. If the pain in any 
way can be associated with disease of the 
kidneys, a thorough urinary, x-ray and 
cystoscopic examination should be made, 
and ureteral stone and strictures ex- 
cluded. 

Patients with mucous colitis with pro- 
nounced tenderness in the region of Mc- 
Burney’s point usually fail to be benefited 
by an appendectomy, and this likewise ap- 
plies to patients suffering from marked 
visceroptosis. 

The subject of chronic appendicitis is 
one of marked interest, much importance 
and of great possibilities. I have trod only 
a few steps in its winding path. 
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DISCUSSION 


Dr. E. L, Kendig, Victoria, Va.—The x-ray is 
of advantage in chronic appendicitis not because 
it is definite in diagnosis, but as a contributing 
factor. The peristaltic action of the musculature 
of the appendix is interfered with in these cases, 
and if one has a picture of the appendix filled 
after an opaque meal, which does not empty it- 
self in a reasonable time, say twenty-four hours, 
it is strongly suggestive of chronic appendicitis. 
A large percentage of appendices will fill and be 
made visible after the bismuth meal. Also a defi- 
nite tenderness which corresponds to the shadow 
of the appendix is of value. It is necessary to 
have an appendix which will fill and thus be 
made visible under the x-ray. 


Dr. Adams A. McConnell, Dublin, Ireland.—I 


’ think that chronic appendicitis is not so common 


as it is usually considered. If a patient has re- 
peated acute attacks, if they are accompanied by 
temperature and leucocytosis, if when you ex- 
amine the patient between attacks you find a 
slight leucocytosis with increase in the lympho- 
cytes and perhaps some rise in temperature, you 
are justified in making that diagnosis. 


In regard to the x-ray, the most important 
point I have noticed is that the tenderness can 
be localized in the appendix itself and as the pa- 
tient moves about the tenderness follows the ap- 
pendix. 

If you find a case with acute or chronic pain 
in the right iliac fossa in which there is no leuco- 
cytosis or lymphocytosis and the tenderness is 
along the ascending colon rather than in the ap- 
pendix, in those cases you will usually find a 
deformity of the colon in the x-ray picture. You 
can make the differential diagnosis on the absence 
of the temperature and leucocytosis. If you find 
in any of these cases that the pain of the patient 
is definitely and absolutely relieved by lying down 
or any other posture, the case is a mechanical 
ailment, and we have usually found this to be as- 
sociated with the ascending colon. If the posture 
definitely relieves the pain the patient may have 
appendicitis, but he has something else along 
with it and if you do not find the “something 
else” you will not cure him. If you open the ab- 
domen in cases where there has been relief by 
posture and no temperature, you should expose 
the appendix through a wide incision so that the 
abdominal contents may be examined. 


Dr. Francis J. Kirby, Baltimore, Md.—Of all 
the articles written upon appendicitis none is 
more enlightening than the one by the late Dr. 
J. B. Murphy in Keen’s “System of Surgery,” and 
I recommend it to every one. 

Appendicitis does not start with a chill. The 
pain of appendicitis always precedes the nausea 
or vomiting. The pain begins above and travels 
downward; the pain in pelvic inflammatory dis- 
ease begins below and travels upward. 

There is a class of distinctly neurotic type of 
individuals who are generally thin, undernour- 
ished, sufferers from headache, disturbances of 
digestion, with constipation, at times alternating 
with mild diarrhea, with tenderness over McBur- 
ney’s point. The removal of the appendix in 
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these cases is by no means always associated with 
complete restoration to health. 

In cases where there is marked proliferation 
of the coats causing thickening of the appendix, 
with the appendix densely adherent to cecum, the 
removal is associated with marked relief of symp- 
toms, including constipation. 

Then there is a type where you have a long 
blueish-grey appendix, with the coats not much 
thickened, with the lumen patent, and incompe- 
tency of the valve of Gerlach. The appendix is 
filled with black, sticky feces. These patients 
have recurring attacks of cramp-like pains, colic, 
associated with gas and discomfort after meals, 
a condition of appendiceal colic, and such cases 
are cured by the removal of the appendix. 

Next we have the chronic obliterating appen- 
dicitis, with atrophy of the coats. If this oblit- 
eration takes place from the distal end towards 
the proximal end, they usually take care of them- 
selves, but the chronic obliterating appendix with 
a hard bulbous extremity frequently shows adeno- 
carcinoma. 


Tenderness over McBurney’s point is always 
present in women with floating or very loose 
kidneys, and in patients with gall bladder dis- 
ease an associated chronic appendicitis. We are 
rarely called upon to anchor these floating kid- 
neys, but should it become necessary in a given 
case we can easily remove the appendix at the 
same time through the kidney incision. 


Dr. George C. Mizell, Atlanta, Ga.—Recently, 
a prominent surgeon made the statement that 
chronic appendicitis is not a surgical condition. 





DIFFERENTIAL DIAGNOSIS OF URE- 
TERAL STRICTURE AND 
CHRONIC APPENDI- 

CITIS* 


By M. Y. DABNEY, M.D., 
Birmingham, Ala. 


_ This paper will be limited to a discus- 
sion of symptoms and findings in women, 
though much of it is equally applicable to 
men.! 


Appendicitis comes readily to the mind 
of the general practitioner or general sur- 
geon when a patient complains of pain in 
the lower right quadrant; and owing to 
the widespread publicity which has been 
given the importance of immediate ap- 
pendectomy in appendicitis, it is not diffi- 
cult to persuade one who has such a pain 
or discomfort to submit to an operation. 
Unfortunately in the past this has been 
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done often without a sufficiently careful 
analysis of the case, so that a history of 
appendectomy without relief of symptoms 
has come to be a fairly significant point in 
the diagnosis of stricture of the ureter. 
Other conditions, of course, are con- 
fused with stricture, but less commonly on 
the whole than chronic appendicitis; and 
a differentiation of stricture from appen- 
dicitis should simultaneously distinguish 
it from the several other commonly con- 
fusing conditions such as pelvic inflam- 
matory disease, gall stones, ulcer, etc. 


The acute type of appendicitis as a rule 
presents no difficulty in d‘agnosis: the 
rather sudden onset; the pain beginning 
in the epigastrium, later becoming more 
general, and localizing in the lower right 
quadrant; the slightly elevated tempera- 
ture; the moderate leucocytos’s with in- 
creased polymorphonuclears; and the nau- 
sea and vomiting, form a text book picture 
which even the laity is apt to recognize. 
As the disease recurs and becomes chronic, 
it loses some of its text book features and 
enters a category of more vague and in- 
definite symptoms. Then the pain may be 
dull and not sharp, the fever may be neg- 
ligible, and the leucocytos’s occas‘onal or 
entirely lacking. At this stage “indiges- 
tion” may be the chief complaint and 
sensitiveness becomes less marked and 
less localized. A right-sided stricture or a 
bilateral stricture or even one that is left- 
sided may present a very similar picture. 
A barium meal and x-ray plates showing 
the failure of the appendix to empty itself 
properly are important in diagnosis, but 
the final proof of chronic appendicitis will 
depend upon a laparotomy. 


As descriptive of average conditions 
which lead to a diagnosis of stricture, the 
writer has chosen fifty cases at random 
from his files. He purposely omitted the 
use of pyelograms in most cases, basing 
the diagnosis upon the “hang” of the wax- 
cuffed catheter at the site of stricture, the 
absence of scratch marks on the wax, with 
the reproduction of the typical pain com- 
plained of, and usually the reproduction of 
the same symptoms by injection of the 
kidney pelvis and ureter with some bland 
solution, such as normal saline or acri- 
flavine 1-2000. The diagnosis was fur- 
ther confirmed by the rather painful at- 
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tack of kidney and ureteral colic in the 
cases where stricture existed, as contrast- 
ed with the relatively easy time experi- 
enced by negative cases. The outstand- 
ing confirmation of the diagnosis is that 
practically every case improved under 
treatment. 
Dr. Guy L. Hunner? says: 


“The number and location of the strictures, the 
size of the kidney pelvis, and the damage to the 
kidney’s working capacity can all be determined 
by means of the wax-bulbed catheter with its 
urological accessories—the x-ray is in most cases 
an unnecessary expense, adds to the patient’s dis- 
comfort and also adds some danger to the investi- 
gation.” 

To this the writer subscribes, but con- 
siders roentgenograms useful in cases of 
suspected stone of the kidney itself, sus- 
pected neoplasm of the kidney, in certain 
greatly dilated pelves, and in those cases 
of stricture which do not progress satis- 
factorily under ordinary treatment. 

Ureteral stricture is a disease of chron- 
icity, usually without sudden onset. The 
average duration of symptoms was a little 
over 914 years. In few diseases is a care- 
ful history of more importance. It would 
hardly be an exaggeration to say that over 
90 per cent of stricture cases can have that 
condition strongly suggested by the his- 
tory alone before the physical examination 
is begun. 

The history of intermittent bladder ir- 
ritation which has recurred despite local 
treatment, attacks of pain, of years’ dura- 
tion, usually, but not necessarily, some- 
where over the urinary tract, made worse 
by exercise; chronic tonsillitis or badly in- 
fected teeth; perhaps digestive symptoms 
and constipation; and the history of one 
or more laparotomies by a competent sur- 
geon without relief of symptoms, form a 
combination often encountered. Like most 
“typical” cases of anything, any of these 
symptoms may be lacking. 

The ages of these patients varied from 
16 to 47. The average was slightly over 
31 years. 

The social state included 64 per cent 
who were married; 24 per cent, single; 
and 12 per cent who were widowed. This 
means only ‘that the marital state is 
reached by most females who have at- 
tained the average stricture age. As a 
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matter of fact, the history of symptoms 
usually antedated marriage. What is said 
of marriage is equally applicable to child- 
bearing, which seemed to be a factor in 
only a few instances when patients dated 
their first symptoms (especially cystitis) 
from pregnancies. However, exacerbation 
of symptoms during pregnancy was fairly 
common. 

The chief complaints or presenting 
symptoms were very suggestive. Bladder 
irritability was the presenting symptom 
in 38 per cent of the cases, and pain in the 
lower right quadrant in 34 per cent. Thus 
in one-third of the cases the chief com- 
plaint was identical with that of most 
chronic appendicitis cases. 

Bladder irritability in some form was 
found to be still more common on ques- 
tioning, and could be elicited in 92 per 
cent of the patients. One does not expect 
this in chronic appendicitis. 

Pain was complained of oftenest in the 
lower right quadrant on careful question- 
ing, and next in the right posterior lum- 
bar and hypogastric regions, respectively. 
After that came the lower left quadrant. 

Over three-fourths of the cases told of 
digestive disturbances. Exercise brought 
on or aggravated the symptoms in two- 
thirds of the cases and laparotomies had 
been performed on over one-third of them, 
usually for symptoms which persisted 
after the operation. Chronic constipation 
was common, as would be expected among 
patients who were generally unable to ex- 
ercise. So much for the subjective fea- 
tures. 

EXAMINATION 


Objectively focal infection, as first de- 
scribed by Hunner in this connection, was 
most strikingly present. In four out of 
every five patients an infection was dis- 
cernable or a history was obtained of its 
previous removal. 

Tenderness somewhere along the uri- 
nary tract was practically the rule. 

First urinalysis showed pathology in a 
little under two-thirds of the cases, while 
nearly one-third were negative. Again 
the latter group makes stricture confusing 
with chronic appendicitis. 

Laparotomy scars on individuals still 
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preserving their old pains and aches, with 
a tendency to be a little underweight, were 
suggestive, 

The temperature was 99 degrees or under 
in about half the cases and averaged 99.8 
degrees in those that exceeded 99 degrees. 
The temperature of the ambulatory cases 
was thus not of great importance. 

The final diagnostic test was the pas- 
sage of a ureteral catheter and a signifi- 
cant point here is that in only one-fourth 
of the cases did the plain catheter meet 
with enough resistance to suggest a par- 
tial obstruction and to reproduce the pain 
complained of. Had the plain ureteral 
catheter test alone been employed, nearly 
three-fourths of these strictures would 
have been unrecognized. Cases of calcu- 
lus, and patients who improved from the 
diagnostic tests but in whom a “hang” of 
the wax bulbed catheter could not be defi- 
nitely detected and who did not experience 
a reproduction of the symptoms com- 
plained of, were all excluded from this se- 
ries. Nearly all were ambulatory cases. 

Injection of the kidney pelves often re- 
produced a pain which the patient recog- 
nized and commented upon as “the pain.” 


The capacity of the kidney pelvis was 
enlarged in half the cases. 

The writer prefers to pass a No. 7 plain 
catheter first and the wax cuff on a subse- 
quent occasion. 


CONCLUSIONS 


(1) Subjectively, ureteral stricture and 
chronic appendicitis have the following 
symptoms frequently in common: chron- 
icity, the tendency to digestive disturb- 
ances, the frequency of pain in the lower 
right quadrant, the fact that exercise is 
not well borne, and that constipation is the 
rule. 

(2) On examination the following find- 
ings are frequent in each: tenderness on 
palpation over the right side of the abdo- 
men or lumbar region; and a normal or 
only slightly elevated temperature and 
leucocyte count. 

(3) In view of the fact that the lower 
right quadrant was the most common lo- 
cation for ureteral stricture pains in this 
series; that bladder irritation was absent 
in nearly a fifth of the cases; that indiges- 
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tion occurred in three-fourths of them; 
that first urinalysis was negative in nearly 
one-third of the cases, all of which are 
also very suggestive of chronic appendi- 
citis; and in further view of the fact that 
chronic appendicitis is not usually a dis- 
ease of emergency, the importance of the 
employment of the wax cuffed ureteral 
catheter test in all suspected chronic ap- 
pendicitis, cannot be over-emphasized. 
Though the barium test meal may be 
of considerable value in the diagnosis of 
chronic appendicitis, the final diagnosis of 
appendicitis rests upon laparotomy: of 
ureteral stricture upon the passage of a 
wax cuffed catheter up the ureter. As 
this procedure properly performed upon a 
normal ureter causes little or no reaction, 
and as laparotomy is of considerable mo- 
ment, certainly to the patient, in a case 
where the history and physical findings 
leave any room for doubt, the wax cuffed 
catheter test should invariably be made. 
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DISCUSSION 


Dr. Guy L. Hunner, Baltimore, Md.—Twenty 
years ago, in Vermont, I was asked to see in con- 
sultation a patient who was very ill. The at- 
tending physician rather flared up at the sug- 
gestion that it might be a case of appendicitis. 
He had been driving over those hills for twenty 
years and still had his first case of appendicitis 
to see. That was about sixteen or seventeen 
years after Fitz had put appendicitis on the map. 
The man was educated in the town where Fitz 
lived and was a good general practitioner, as I 
found after further conversation with him. He 
had been very successful in his work, but ap- 
pendicitis had not been taught when he went to 
school. 

The patient was a child about ten years old. 
The nurse said that she was afraid it was a case 
of appendicitis with general peritonitis. I found 
the child moribund and it died that day, without 
anything further being done. 

The same slowness to accept new ideas holds 
true today in regard to ureteral stricture. For- 
tunately, the slowness in the diagnosis of this 
condition does not mean such crises as I have 
just described; but when we think of the mor- 
bidity that is caused by allowing these patients 
to go on year after year with their suffering, the 
economic side of the situation comes in; and 
when we think of the additional suffering and 
expense that overzealous surgery adds to these 
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patients, and the varied kidney pathology re- 
sulting from neglect of them, we add another 
large item to the question. 

All the men who have investigated ureteral 
stricture have come to the same conclusion: that 
it is very frequent, that the symptoms it causes 
are often mistaken for those of other abdominal 
diseases, and that its diagnosis is not really dif- 
ficult. 

Dr. Dabney went very clearly into the diag- 
nosis from the history alone, and I wish to point 
out how the general practitioner should come 
to a diagnosis from the history and physical ex- 
amination without referring the patient to a 
urologist. 

The appendicitis patient nearly always has 
the tenderness to the outside of the midpoint 
between the umbilicus and the anterior superior 
spine. In the ureteral stricture patient, if you 
stand to the right and begin palpating the left 
side, the first thing you will find is not a palpa- 
ble left kidney, but tenderness in the left kidney 
region. Coming down, you do not find the ten- 
derness over the sigmoid as you do in cases of 
sigmoiditis, but more toward the umbilicus, 
about an inch to the side and an inch below; in 
other words, where the ureter crosses the pelvic 
brim. The right-sided symptoms may have sug- 
gested appendicitis, but in the examination you 
find that these patients are likely to be tender 
in the kidney region and where the ureter crosses 
the pelvic brim, or at a point medianward from 
the usual tenderness of the appendicitis patient. 
Then you ean confirm the diagnosis by finding 
the greater tenderness in the lower ureter re- 
gion just beside the cervix in women, and in 
men by making the rectal examination and find- 
ing the desire to void as one of the chief symp- 
toms. So I say it is not up to the urologist only. 
The general practitioner can make the diagnosis 
in a large percentage of these cases. 


Dr. Nathan P. Sears, Syracuse, N. Y.—The 
importance in the last few years of the diagnosis 
of ureteral and kidney conditions I think means 
one thing, that the results from the promiscuous 
operations upon other organs were very poor 
and that something had to be done to find out 
why women in particular have so much abdomi- 
nal pain. Dr. Hunner first, and all the men 
who have followed out his work, have been 
greatly stimulated by finding the cause in many 
cases in the urinary tract. The clinical findings 
Dr. Hunner has just given us. 

The local tenderness is a very reliable sign; 
also, tenderness over the ureter. I remember 
one patient, however, who had this same tender- 
ness but who had a chronic appendicitis. That 
took away a little of my enthusiasm, but I still 
use it and think it important. 

In the x-ray examination, just because the ap- 
pendix will not empty itself in a certain number 
of hours, it is thought to be chronically in- 
flamed. I see these cases in many instances and 
they are not chronic in any way that we can 
discover in the laboratory at any rate. 

In ureteral stricture the wax-tipped bulb is 
very satisfactory. Personally, I like to see as 


well as feel, but diagnosis by the ureterogram 
has not been successful. We are now filling the 
ureter from below, corking with a wax-tipped 
bulb at the meatus, and filling until the pelvis 
is distended. In that way I seem to get a more 
uniform picture of the ureteral canal. My ex- 
periments are incomplete and I have nothing 
definite to offer, but if I find the ureteral wall 
parallel, with no indications of stricture, I feel 
that no stricture is there. I think there are 
other conditions in the kidney and ureter which 
will produce chronic pain besides stricture. I 
believe we should be very skeptical about -accept- 
ing visceroptosis as a cause of pain, but I still 
feel-that there are occasional cases where the 
kidney is so low that it causes the pain. Most 
women are relieved by the corset, though in rare 
cases suspension of the kidney is necessary. 


Dr. J. N. Baker, Montgomery, Ala.—When I 
knew nothing of ureteral stricture and very lit- 
tle of ureteral stone, it was amazing with what 
cock-sureness I was wont to make the diagnosis 
of chronic appendicitis. Now, in the light of 
recent scientific urological developments, the 
aceurate diagnosis of chronic appendicitis is 
by no means so easy. 

First, one point regarding the diagnosis in 
acute cases. My experience has been a little 
different from Dr. Dabney’s in such condition. 
One not infrequently encounters cases where 
the differential diagnosis between acute kidney 
conditions and an acute appendicitis may be 
very difficult. It should be remembered that 
a great many of the acute appendix cases may 
be retrocecal and the retrocecal appendix is 
very difficult to differentiate from an acute 
kidney condition. In these acute cases the most 
helpful points, clinically, are: 

(1) Hyperpyrexia points to the kidney and 
not to the appendix. With a temperature of 103° 
it is not likely to be an acute appendix. 

(2) The leucocyte count is usually not so high 
in the kidney condition, at least not so high as 
in an acute appendix. In the kidney case it 
rarely runs over 20,000. It very frequently ex- 
ceeds 20,000 in an acute appendix, especially if 
it is inclined to be of the fulminant type. 

(3) The presence or absence of marked rigid- 
ity in the lower abdominal] region is very im- 
portant in differentiating between an acute ap- 
pendix which involves the peritoneum and an 
acute kidney condition which is retroperitoneal 
and does not involve the peritoneum. In the 
former instance, perceptible rigidity is the rule; 
whereas in the latter, it is most often absent. 

The following case illustrates the confusion 
which may arise from these two lesions: 

A woman, 38 years of age, had been treated 
some two years previously for pyelitis and ure- 
teral stricture and had remained well. Two days 
before I saw her she had had rather hard pain on 
the right side, in the kidney region, and a tem- 
perature of 102°. The physical examination 
also seemed to point to the kidney. In twenty- 
four hours I saw. this patient again and was 
forced to change my mind. She had a high 
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retrocecal appendix which had ruptured, and 
not a lighting up of the old pyelitis. 

The chronic conditions are the ones which set 
the trap for the average general surgeon. If 
one is to incriminate the appendix, there should 
be a history of some preceding acute flare-up. 
One should be very loath to accuse an appendix 
without such a history. I rely not at all on 
the x-ray findings so far as diagnosing chronic 
appendicitis is concerned. A right-sided ptosis— 
which always should be considered in these 
chronic cases—must be given weight in the 
x-ray examination. The proper way to approach 
chronic cases is by the process of exclusion be- 
fore resorting to laparotomy. 

Another point to be remembered is that, not 
infrequently an old tubal involvement will give 
a loin and ureteral pain which may be very con- 
fusing. This condition, however, can be elimi- 
nated by a careful bimanual examination of the 
female pelvis. 


Dr. F. Webb Griffith, Asheville,.N. C.—Dr. 
Osler used to say frequently that the reason that 
many of the text book symptoms were not found 
by the general practitioner was that he did not 
look for them. I think this is true of ureteral 
stricture. Several years ago, because of numer- 
ous failures in abdominal work, I decided to 
investigate the urinary tract in every case 
where there was the slightest suspicion of its 
involvement. The result was that in possibly 
six or eight cases we thoroughly investigated 
the urinary tract and found nothing and then 
opened the abdomen and found the trouble. Then 
perhaps we ran into a case where the trouble 
was in the urinary tract. 

A month ago a patient, age 45, was referred to 
me with right-sided pain. As she had previ- 
ously had an operation, her physician diagnosed 
post-operative adhesions. A No. 8 plain catheter 
showed normal output of urine and a normal 


‘phthalein. An injection of sterile water caused . 


a definite reproduction of the symptoms. The 
patient went home and the physician called me 
up on long distance ’phone and said: “What 
have you done to the patient? She has had more 
relief since your examination than she has had 
for five years.” We later made a_pyelogram, 
using a catheter with a wax ring. The catheter 
was pulled down until the wax came to the ure- 
teral orifice. We found she had -a moderate 
hydronephrosis of 15 mils. The x-ray showed 
the usual kinking at the junction of the ureter 
and kidney pelvis, which we used to think was 
the seat of the trouble. This patient had a dis- 
tinct stricture low down in the ureter and I am 
convinced that dilatation of that stricture rather 
than nephropexy is the proper treatment. When 
we realize that 20 per cent of all women have 
some degree of nephroptosis, it is difficult to be- 
~he that it alone is sufficient to cause hydrone- 
phrosis. 


Dr. Chas. H. McCollum, Fort Worth, Tex.—As 
to the x-ray’s offering positive evidence of ap- 
pendicitis in most instances I have grave doubts. 

I have been in the habit for some five and a 
half years of eliminating in questionable cases 
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the possibility of ureteral stricture. I have met 
with many failures in my effort to do so. I have 
been using catheters with waxed tips, but in my 
experience in the presence of stone they do not 
always scratch, as the essayist has so beautifully 
outlined, and when they do not scratch I am 
quite as far distant from my analysis as when I 
began. The barium or bromid and other solu- 
tions have met with a degree of success that I 
have thought was equal or superior to the wax- 
tipped catheter. In the use of these I have found 
many objections. One in particular is this: “Doc- 
tor, in your efforts to find my trouble you haye 
created more pain than I had originally.” In 
the last three years we have been carrying on in 
our office and laboratory a scheme that has met 
with a fair degree of success, which was instituted 
by Dr. Keene, in 1918, and that is the simple in- 
jection of air into the ureter. It is not infallible; 
it is not always first class, but in slender people 
with proper technic I find that the ureteral 
shadow shows up very beautifully. 


Dr. A. J. Crowell, Charlotte, N. C.—There are 
two sides to every question and I wish to take 
one opposite to the one to which we have just 
listened. I am not taking the ground that there 
is no such thing as ureteral stricture, but that 
there are nothing like so many as some people 
think they find. We are hunting for them all the 
time at our clinic. 


I admit that I belong to the old school that 
Dr. Hunner spoke about. I practiced medicine on 
horseback and got fine training in the log cabin 
in the woods. The first case of appendicitis I 
ever saw I operated upon in a two-room cabin in 
the woods. This was in 1895, but I believe I am 
sufficiently awake to listen to the reports of other 
men, study their methods, and profit by their ex- 
perience. 

I am not convinced that you can pass a bulb 
up any ureter and not get a pull on its with- 
drawal. Any foreign body passed into the ureter 
will stimulate its contraction and cause a “pull” 
on withdrawal. Furthermore, there is not a man 
in the audience who ever saw a ureter with the 
same caliber from end to end. Therefore, I do 
not believe that the bulb is the proper method for 
making a diagnosis of stricture of the ureter. 
The greatest number of cases of stricture of the 
ureter are due to tuberculosis. Chronic infections 
due to other bacteria have a tendency to produce 
ureteral dilatation resulting in lengthening and 
kinking of the ureter. 

If you talk to me about obstruction, I am with 
you. Obstruction due to tumor, pregnancy and 
kinked ureter in nephroptosis, chronic pelvic and 
ureteral infection, is not uncommon. The uretero- 
pyelogram is the best method at our command 
for diagnosing stricture of the ureter. These 
may be obtained by injecting gas or an opaque 
solution into the ureter and kidney pelvis, 
guarded by the use of the pressure gauge outfit 
which enables one to avoid damage by undue 
pressure. 

We have recently obtained an outfit for injeet- 
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ing oxygen into the ureter and kidney pelvis with 
a pressure gauge attachment which we feel has 
some advantages. It enables one to get a good 
outline of the ureter and pelvis without producing 
undue pain. The pain produced by the injection 
of a pyelographic sodium solution and by lavag- 
ing the kidney pelvis with saline solution follow- 
ing the withdrawal of the sodium bromid solution 
before removing the catheters can be overcome 
by using the pressure gauge designed by Dr. 
Todd of our Clinic. 

There are more obstructions due to pressure on 
the ureter or kinks in it than there are due to 
stricture. 

Dr. Hunner has done a wonderful work in call- 
ing the attention of the profession to ureteral 
stricture, but we do not find so many of them as 
he thinks he finds. Ureteral contractions are 
often deceptive. A picture taken during one of 
these while the ureter is filled with the opaque 
solution may show an apparent stricture, but a 
subsequent one will show a normal ureter. Such 
contractions have been seen by us a number of 
times, but subsequent pictures showed normal 
ureters. No one method of examination is suf- 
ficient or infallible in arriving at a diagnosis of 
ureteral stricture. 


Dr. Dabney (closing).—In choosing this title 
I realized that there was no subject in which 
there was more difference of opinion. The sub- 
ject is not new if we consider the time when Dr. 
Hunner first brought out his work, but if we 
consider the time of its acceptance, it is very 
new. 

I do not state that I have treated only fifty 
eases of ureteral stricture in the last six years. 
That would be far from true. These fifty have 
rather complete records. I would like to ask 
Dr. Crowell whether he has not had fifty cases 
of true ureteral stricture in the last six years. 
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Dr. Crowell.—I have not. 


Dr. Dabney.—I am surprised, for we all know 
the size of Dr. Crowell’s institution. It can 
mean but one thing: the stricture cases are not 
being recognized. —~ 

I have had ureteral stricture patients with 
many points of pain over the abdomen and have 
been surprised at the multiplicity of symptoms. 
Sometimes the abdominal pains extend down to 
the calf and to the foot. Pain in the right hip 
has been very common. I have relieved the 
stricture pain only to have the patient return 
and say, “You have cured one pain, but I have 
another.” After that I have gone in and found 
a chronic appendicitis. 

I think a great cause of failure to find ure- 
teral stricture is that the average urologist is so 
pleased, and so willing, to pass a small plain 
catheter up the ureter and then make a diagnosis 
which he considers final. He passes a No. 6 
catheter and meets no obstruction, takes an 
x-ray picture, and says, “You have no stricture 
and no stone.” I think in only one-fourth of 
my cases did the plain catheter elicit the 
symptoms. You will be surprised at the number 
of cases of stricture in which you can pass even 
a No. 8 catheter without producing any serious 
symptom. The differentiation between a “hang” 
produced by stricture and one produced by ure- 
teral spasm is simple to an experienced cysto- 
scopist. A true “hang” will be constant at the 
same location; will not be overcome by gentle, 
steady traction, and will reproduce the symptom 
complained of. 

In cases suspected of being chronic appendi- 
citis it is easy to pass the wax-cuffed catheter. 
If the patient says: “that is the pain,” why re- 
move the appendix unless still further symptoms 
demand it? 
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EYE, EAR, NOSE AND THROAT 


THE RELATIONSHIP BETWEEN DIS- 
EASES OF THE EAR AND EYE* 


By DUNBAR Roy, A.B., M.D., F.A.C.S., 
Atlanta, Ga. 


For some time past much has_ been 
written concerning the relationship be- 
tween diseases of the eye and the nasal 
cavities with their accessory sinuses, but 
with the exception of the ophthalmo- 
scopic appearances of. the optic disc in 
cases of suspected brain abscess from 
middle ear suppuration and the question 
of nystagmus in labyrinthin involvement, 
the articles which have appeared in our 
medical literature on the relationship be- 
tween diseases of the eye and ear have 
been quite limited in number. 

The advanced conservative radical 
treatment of diseases of the nasal cavi- 
ties has certainly had a very marked in- 
fluence in lessening many diseased condi- 


tions of the eye, notably that of the lach- 
rymal apparatus, for where we formerly 
saw dozens of patients in our clinic with 
probes in their lachrymal ducts, now we 


see but half the number. This is attrib- 
uted to the attempt being made to give 
the nasal cavities freer ventilation by the 
removal of all obstructions. 

On the other hand, with the exception 
of a few scattered articles, notably those 
of Moos, Rohrer, Rollet and Park Lewis, 
there have been but few clinical presenta- 
tions of the relationship between diseases 
of the eye and those of the ear. 

It has been only within the last few 
years that the teaching of otology in our 
medical schools has been given an inde- 
pendent chair or an association with 
rhinolaryngology, as previous to this time 
it was quite universally associated with 
the chair of ophthalmology, especially in 
the smaller medical schools. While such 
a relationship seems anomalous in the 
light of our present studies in otolaryn- 


*Read in Section on Eye, Ear, Nose and Throat, South- 
ern Medical Association, Seventeenth Annual Meeting, 
Washington, D. C., Nov. 12-15, 1923. 


gology, there nevertheless exist some 
clinico-pathologic grounds for it, as is ex- 
emplified by the reports from those whose 
daily practice embraces diseases of both 
the eye and the ear. 

While it is a fact that the otolaryngol- 
ogist may work almost independently of 
the opththalmologist, the reverse is. cer- 
tainly not the case, as has been forcibly. 
demonstrated during the last few years. 
No man can be a thorough ophthalmolo- 
gist without having considerable knowl- 
edge of otolaryngologic diseases. He who 
daily observes diseases of the eye, ear, 
nose and throat, who studies closely the 
correlationship of these organs with cer- 
tain diseased manifestations in each and 
the end results of their treatment, is cer- 
tainly more capable of making a correct 
diagnosis than the man who has to con- 
sult a colleague who in turn only sees and 
draws conclusions from certain local ap- 
pearances and who can never thoroughly 
imbibe the history of the case. Such pio- 
neer workers in ophthalmology as Knapp, 
Greuning, Sattler, Kipp and others recog- 
nized this fact years ago and became 
thoroughly familiar at the same time with 
otolaryngological diseases. 

With this preface I wish to review in a 
very cursory manner the literature bear- 
ing on the relationship between diseases 
of the eye and the ear, and as I do not de- 
sire to occupy much time in this paper the 
handling of the subject must be far from 
exhaustive. 

It was the ophthalmologist who first 
pointed out the presence of nystagmus in 
certain diseased conditions of the middle 
and internal ear, a subject which of late 
has occupied much time in otological dis- 
cussions. In taking up the literature on 
the pathologic relationship between these 
two organs I have availed myself of all: 
the writings at my command and have 
quoted freely from them. I wish to em- 
phasize the importance of workers in oto- 
laryngology being familiar with ophthal- 
mology, just as the reverse is even more 
to be desired. 
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(1) Affections of the eyes which have 
been attributed as the cause of or at least 
closely related to certain aural disturb- 
ances. 

In an interesting and scholarly article 
published in the Archives of Ophthalmol- 
ogy, July, 1922, Prof. J. Van Der Hoeve, 
of Leiden, Holland, has discussed the clin- 
ical relationship between the eye and the 
ear. Some phases of the subject have been 
very intricately discussed and to much 
more extent than would seem to be war- 
ranted for a paper on this. occasion. 
Some of the facts related by him I have 
taken the liberty of incorporating in my 
own paper. 

He mentions the relationship of a pe- 
culiar disease known as blue sclerotics to 
deafness existing at the same time. This 
disease must surely be indigenous to cer- 
tain European countries, since inquiry on 
my part has revealed the fact that our 
American colleagues are not familiar 
with the condition. According to Prof. 
Hoeve, these patients suffer with a pecu- 
liar grey-blue or slate-blue color of the 
whites of the eye accompanied by the 
presence of very brittle bones of the ex- 
tremities which are most easily broken or 
fractured on the slightest exposure to 
traumatism. The peculiar relationship 
to the ear is the fact that in nearly all of 
these cases the patient becomes deaf, giv- 
ing all the symptomatic tests of otoscle- 
rosis. Personally I have never seen such 
a case nor has my attention ever been di- 
rected to it in any of the large European 
eye clinics. 

Another eye affection mentioned by this 
writer which is sometimes seen in con- 
junction with eye diseases is the presence 
of pigment degeneration of the retina, as 
illustrated in retinitis pigmentosa. In 
looking over the history of my cases of 
retinitis pigmentosa I have been unable 
to find such an association, but when we 
realize the fact that optic atrophy very 
frequently becomes a concomitant symp- 
tom in retinitis pigmentosa, we very nat- 
urally surmise that atrophy of the acous- 
tic fibers could also take place in the 
course of this disease. Congenital syph- 
ilis will always be recognized as an ob- 
scure etiology in many of these cases 


which must very naturally lead us to the 
recognition of this accidental relation- 
ship. 

The possibility that deafness may be 
caused by sympathetic ophthalmia has 
been held by some observers. Snellen 
contended that the deafness was produced 
by the extension of the inflammation 
from the sheaths of the optic nerve to 
other like structures at the base of the 
brain. Personally I have never seen such 
a case and as Von de Hoeve has well said, 
“Nowadays the theory has become more 
or less obsolete and other theories more 
popular.” Some of the cases mentioned 
later in this paper would seem to show 
some relationship between these two dis- 
eases. 

In 1898, Rohrer in a very exhaustive 
article on this subject suggested an inge- 
nious embryological and histological re- 
lationship between the eyeball and mid- 
dle ear. He makes the cornea homologous 
with the promontory and the pupil with 
the labyrinthin windows; the conjuncti- 
val sac with the middle ear and the nasal 
duct with the tuba eustachii; the tear 
glands with the acinous glands of the 
tube, and the drum membrane homolo- 
gous with the membranous portion of the 
eyelids. 

Ostmann, in 1897, called attention to 
the fact that the eye is much more com- 
monly affected by the ear than vice versa. 
Affections between these organs may be 
induced through reflex radiation and 
combined stimulation of the motor fibers 
or indirectly through otitic diseases of 
the brain and cerebral meninges. The 
nerve tracts which permit these relations 
between the eye and the ear according to 
this author are: the trigeminal, facial 
and acoustic nerves; the latter giving rise 
to a great variety of reflex effects upon 
the eye according to the involvement of 
the vestibular branch (static function) 
or the true auditory nerve, the cochlear 
branch. Both the eye and the ear are 
abundantly supplied with sensory fibers 
from the trigeminus, accounting for the 
pain in the eye that is felt in severe mid- 
dle ear suppuration. The facial nerve 
establishes a communication between the 
eye and the ear by enervating the stape- 
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dius muscle on the one hand and the or- 
bicularis palpebrarum on the other. It is 
for this reason that a deep humming 
sound in the ear is perceived on tightly 
shutting the eyelids, which is interpreted 
as a muscular bruit originating from the 
stapedius. 

As a corollary to this, Moos has re- 
ported a case of a woman 60 years old 
who had a ringing in her left ear when- 
ever she put on her nose glasses and when 
she removed them the noise disappeared. 
This was attributed to a reflex spasm of 
the stapedius muscle. 

Dr. George Stevens, in 1881, before the 
International Medical Congress, reported 
several cases where aural tinnitus was 
diagnosed as due to a muscular imbalance 
in the eyes, relieved by graduated tenoto- 
mies of certain extra-ocular muscles; and 
Dr. Theobald, in 1909, before the Section 
of Ophthalmology of the American Medi- 
cal Association reported four cases be- 
sides having observed many others where 
certain aural disturbances such as tinni- 
tus, muffled and stuffy sounds, and even 
vertigo were entirely relieved by the cor- 
rection of definite eye strains. I had been 
skeptical of this latter statement, but 
only within the last few months a case 
came under my personal observation 
where severe tinnitus aurium was re- 
lieved by the proper correction of a re- 
fractive error. : 

A case has also been reported by Rollet 
where a tinnitus was produced whenever 
the ophthalmoscope was used in the eye 
on the same side, which ceased imme- 
diately afterwards. 

D’Arsonval has reported deafness for 
two hours following the looking at a Vol- 
tas light for a few minutes, and he be- 
lieves that it was due to the irritation 
produced by the ultra violet rays. 

Moos, in 1898, reported a case of bi- 
lateral panophthalmitis following bilat- 
eral cataract extraction, which was fol- 
lowed by meningitis and finally complete 
bilateral deafness, a case of direct exten- 
sion of the pathologic process rather than 
reflex radiation. 


De Capdeville has reported two very 
unique and interesting cases: the first 
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was a blacksmith into whose left eye had 
been driven an iron chip. The latter pro- 
duced considerable traumatism, but was 
finally extracted. However, severe in- 
flammation followed and on the twentieth 
day after the accident the left ear began 
to be affected with tinnitus and deafness. 
Nothing abnormal could be discovered 
about the ear. Finally the eye was enu- 
cleated and on the next day all subjective 
phenomena in the ear had disappeared 
and the hearing became normal. In the 
second case he reported a woman who 
four months after a cataract extraction 
showed some ciliary infection and later 
severe iridocyclitis with supra-orbital 
pains. Following a subsidence of the 
acute pain, the ear on the same side be- 
came affected with tinnitus and diminu- 
tion of hearing, so much so that finally 
the hearing disappeared entirely and the 
eye symptoms continued. Enucleation 
was performed, which relieved the tinni- 
tus and vertigo, but the hearing re- 
mained defective. To these cases can be 
added those of Dransart: 

In the first case a tinsmith 28 years old 
was injured in the left eye by a chip of 
iron. This latter was removed, but trau- 
matic changes were left. Later the pa- 
tient received a blow in the right eye and 
this was followed by deafness in the right 
ear. Later an iridectomy was made in 
the right eye, which was followed by im- 
proved hearing on the same side. 

The sixth case reported is startling: 

A journalist 56 years old had entropion 
of the right lower lid. At the request 
of the patient this was operated upon 
with good results. Following this, the pa- 
tient, who had been deaf since his eighth 
year, reported that he could hear per- 
fectly well. 

Bouchut relates the case of a young 
man who was struck by a ball over the 
right eye, which produced a_ contusion 


and finally dimness of vision. This was > 


followed by almost complete deafness in 
the corresponding ear. These cases cer- 
tainly seem unique and must be consid- 
ered in the light of severe reflex irrita- 
tion rather than as the results of any di- 
rect pathologic relationship. 
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With the exception of the case referred 
to, I have seen no other in which aural 
disturbances could be considered due to 
pathologic conditions of the eye. We are 
obliged to recognize the fact that they 
exist, for they have been reported by 
competent observers. 


(2) Affections of the ear which have 
been attributed to be the cause of certain 
ocular disturbances. 


Here we realize that every ophthalmol- 
ogist should be familiar with diseases of 
the ear if he wishes to be competent to 
make a complete diagnosis. 

In making a review of the literature 
embracing this point, I shall mention 
barely its salient features. 

During the last two or three years our 
medical journals have been filled with 
clinical reports and discussions on laby- 
rinthin diseases of the internal ear, and 
especially with the question of nystagmus 
as a means of diagnosis. 

‘No one could underestimate the won- 
derful scientific work which has_ been 
done by Barany and others as an aid to 
the differential diagnosis of internal ear 
diseases, and no one knows better than 
the ophthalmologist the difficulty and un- 
certainty which surrounds the question of 
nystagmus and how frequently it can be 
made manifest in diseases other than 
those of the internal ear. 

The aurist and ophthalmologist must 
work together if this symptom is to be 
recognized as one of positive value, which 
again teaches us that it is of distinct as- 
sistance for the aurist to be a good oph- 
thalmologist. 

The effect of labyrinthin changes and 
of brain abscess upon the eyes has been 
too extensively considered and discussed 
for further comment in this address. I 
shall exclude these questions and only 


mention those that are less familiar in’ 


aural and ophthalmological literature. 
Affections of the ear, especially middle 
ear diseases, have long been known to be 
capable of giving rise to ocular paralyses. 
In the majority of cases the paralysis in- 
volves the external ocular muscles on the 
side corresponding to the otitis and it 
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appears independently of meningitic 
symptoms. 

The study of the anatomicophysiologic 
relations between the organs of hearing 
and of sight readily explains such an ef- 
fect of the ear upon the ocular apparatus, 
but the difficulty is to interpret the symp- 
toms and to establish the pathogenesis of 
ocular palsies of otitic origin. 

According to Urbantschitsch they were 
first vaguely considered as reflex disturb- 
ances. Later, under the influence of the 
microbic theories, according to Berger, 
they were attributed to infectious neu- 
ritis due to toxins produced by ear infec- 
tion. 


Numerous cases have been observed by 
Gradenigo, Terson and others, however, 
in which the paralysis very probably owed 
its origin to the direct propagation of an 
infectious lesion. Of course this is not 
intended to cover the grave cases of otitic 
suppuration, giving rise to severe cere- 
bral complications (abscess of the brain, 
meningitis, intra-cranial thrombophlebi- 
tis) where the infectious origin cannot be 
doubted. The ocular-motor paralysis in 
these cases is merely a side phenomenon 
of. secondary importance. 


The so-called “Gradenigo symptom- 
complex” has been frequently recognized 
in the last few years, although its etiol- 
ogy is still a mooted question. 


The occasional occurrence of paralysis 
of the sixth nerve in affections of the 
middle ear is accounted for according to 
most authors by the special relations be- 
tween otitis and this nerve through the 
carotid canal, while Perkins believes that 
the majority of these cases are due to 
osteitis of the petrous tip. 

Cases of sixth nerve palsy have been 
reported in conjunction with middle ear 
and mastoid suppuration usually on the 
same side, although the writer has re- 
ported a case of sixth nerve palsy occur- 
ring on the side opposite the mastoid in- 
volvement. Perkins, of New York, has 
written quite extensively on this unique 
subject and in all subsequent articles he 
has been extensively quoted. It is not the 
purpose of this paper to discuss the eti- 
ology of this condition, especially when 
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we remember that in basal fractures pa- 
ralysis of the sixth nerve is frequently a 
concomitant symptoms. 

A series of noteworthy contributions 
to this subject were published by P. Bon- 
ner, who, in 1893, called attention to the 
labyrinthin oculo-motor connections and 
gave as labyrinthin symptoms the oculo- 
motor disturbances through radiation, 
such as strabismus, diplopia, miosis, etc. 
Bonner in the same year also reported an 
observation on a patient who suffered 
repeatedly from disturbances of accom- 
modation in the right eye after strong in- 
jection into the right ear for the removal 
of cerumen and even became presbyopic 
for several hours, all of which disap- 
peared with the removal of the cerumen. 
While the occurrence of reflex paralysis 
seems to have been demonstrated clin- 
ically as well as experimentally for the 
external recti of the eye, the problem is 
not so clear in cases of the other mus- 
cles. 

DeLapersonne observed a case of pa- 
ralysis of the superior oblique which he 
thinks referable to the same origin. Not 
only the extrinsic muscles of the eye, but 
also the intrinsic muscle tissue may pre- 
sent reflex paralysis in consequence of an 
ear lesion. Paralysis of accommodation 
has been reported (Boern Bettman) as 
also mydriasis and myosis. Such an oc- 
currence does not even seem to require a 
serious reaction on the internal ear such 
as takes place in the presence of vertigo, 
severe pain, tinnitus and deafness. A 
weak irritation sometimes suffices and the 
starting point may be the external ear. 


Sabrazes reported a case of unilateral 
mydriasis caused by the presence of a 
fragment of barley in the internal audi- 
tory canal. An analogous case was pub- 
lished by Brandelier, where the foreign 
body was cerumen around a glass bead. 


According to Moos, an infectious proc- 
ess of the ear may be propagated from 
the petrous bone to the meninges, along 
the trigeminus as far as the gasserian 
ganglion and according to Wiethe by way 
of the tympanic and pterygoid venous 
plexus as far as the ophthalmic vein, 
where it gives rise to an orbital abscess. 
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Urbantschitsch has reported a case 
where a dilatation of the pupil was in- 
duced in a patient by the rapid change of 
air pressure in the tympanic cavity; and 
cases where a suppurative process of the 
middle ear has influenced the dilatation 
and contraction of the pupil have been 
reported by Moos, Schwartze, Gelle and 
Gervais. Certain observations as to reflex 
action on the muscles of the eyelid have 
been made. 

In a case of Desterne’s a single air 
douche of the middle ear was followed by 
the cure of a twitching of the right eye- 
lid which had persisted for over a year. 
Schwartze mentions the cure of a ptosis 
after the removal of an ear polyp. Blepha- 
rospasm due to the introduction of an 
ear speculum was noted by Buerkner, and 
Buzzard observed blepharospasm due to 
a plug cerumen in the auditory meatus. 
Ostmann, while mentioning these report- 
ed cases of seemingly reflex paralysis and 
spasm, does not believe in the reflex irri- 
tation theory, but thinks that such is 
rather due to intracranial complications. 
Kipp, as early as 1884, reported two 
cases of metastatic panophthalmia in 
connection with middle ear suppuration 
and this very observant ophthalmologist 
was one of the first men to call attention 
to the symptom of nystagmus in connec- 
tion with severe middle ear diseases, a 
fact which should always be remembered 
in discussing the history of labyrinthin 
diseases. 

In this connection should also be men- 
tioned that Qitamura has reported a case 
of metastatic ophthalmia as a sequel to 
sinus thrombosis. Urbantschitsch, in 
1908, contributed a very lengthy and an 
exceedingly interesting article on “Sub- 
jective Acoustic Phenomena and Subjec- 
tive Visual Concepts,” in which he dealt 
with sensations of sound and color which 
accompany unconscious cerebration. Va- 
rious color sensations may modify the 
subjective perception of musical compo- 
sition. 

Simultaneous excitation of the two eyes 
by different colors produce changes in 
the subjective hearing which do not oc- 
cur with one. To substantiate this point 
I know a friend upon whom certain high 
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notes produced the sensation of violet. 
Many such instances could be mentioned 
of this physiopsychic phenomenon. 

I cannot close this paper without men- 
tioning an article by Prof. Peters, of 
Rostock, who published in Vol. 36 of 
Knapp’s Arch’ves of Ophthalmology an 
article on miner’s nystagmus, in which 
he undertook to show that this condition 
could be well accounted for by the influ- 
ence of the vestibular apparatus of the 
ear on the movements of the eye, partic- 
ularly nystagmus. He shows good au- 
thority for such ideas as founded on the 
experiments of Breuer, Ewald and others. 

That nystagmus is produced through 
irritation of the semicircular canals -is 
now fairly well established, as the num- 
ber of cases reported in the last two years 
by otologists will testify. The promi- 
nence of this symptom is shown by Ba- 
rany and others as a diagnostic sign of 
vestibular irritation. Peters’ argument 
is by no means illogical and certainly 
opens a new field for further investiga- 
tion. 

In conclusion, let me urge otologists as 
well as ophthalmologists to bear in mind 
these relations of which I have spoken, 
for my own observation leads me to be- 
lieve that many mistaken diagnoses have 
been made by not considering the inter- 
dependence of the various organs of the 
body. 





DISCUSSION 


Dr. E. B. Cayce, Nashville, Tenn.—The motor 
tracks between the eye and ear have been worked 
out accurately, but if there is a reflex arc it 
has not been proven. Most of the reflex phe- 
nomena that have been reported were subjective 
in character, which leaves much doubt as to 
whether it is coincident or the result expressed 
by a neurotic patient. Neurotics can give such 
unusual symptoms at times that we are inclined 
to place all unusual reflex manifestations under 
that head, and it would take many reported 
cases by many careful observers to establish 
clinically a reflex association between the eye 
and ear. I recall one case that might be added 
to the case reports in the paper. This was a 
nervous young lady- whose pupils dilated very 
widely when a eustachian bougie was passed. 
Inflation with the catheter had no effect on the 
size of the pupil. I attributed it at first to 
fright, but was assured after several treatments 
that she suffered no additional fright when the 
bougie was passed. As long as the bougie was 
in position the pupils did not react normally 
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either to light o. distance. After a few seconds 
the pupils became slightly smaller, but yet did 
not contract until the bougie was removed. I 
am not yet convinced in my own mind that it 
was not fright that produced this change in the 
pupil, in spite of the statements of the patient. 


Dr. William T. Davis, Washington, D. C.— 
There is a school in Washington for deaf mutes, 
and it is the custom of the principal of the 
school to have all the children’s eyes examined. 
They are all taught the lip language. I have 
seen perhaps 75 or 80 of these cases in five 
years, and almost without exception in them 
there has been disturbance of the retinal pig- 
ment. Many cases resemble a beginning reti- 
nitis pigmentosa. Others resemble a retinitis 
punctata albescens. One case that Dr. Edward 
Jackson saw was a retinitis albescens. Of 
course some are congenital luetics, but the ma- 
jority are not, and even in those cases that are 
not luetics these pigmentary changes take place. 


In the last few years I have seen one or two 
cases in which there have been very definite 
ear symptoms, such as tinnitus, etc., as the re- 
sult of errors of refraction. Examination of 
the ears proved negative, but correction of the 
error of refraction relieved the symptoms. 


Dr. Homer Dupuy, New Orleans, La.—I have 
seen cases of errors of refraction which gave 
rise to reflex tinnitus. The specialist ought to 
be a man who knows something about every- 
thing and everything about some one thing. 


Dr. Roy (closing).—There is nothing very 
definite about this subject and we may not be 
able to discover anatomically just what this arc 
is. At some coming meeting I shall hope to have 
cases reported along this line which have not 
appeared in the literature. 





LARYNGEAL ABSCESS* 


By JOHN B. WRIGHT, M.D., 
Raleigh, N. C. 


A careful search of all available litera- 
ture reveals the fact that abscesses of the 
larynx are extremely rare, and so far as 
the writer can find, there is no record of 
an abscess in the larynx which was at- 
tributed to the tonsils. The most fre- 
quent causes are tuberculosis, trauma, 
and malignant conditions. 

There is an abundance of reported in- 
cidences of tuberculosis, papillomatous 
growths, malignant growths, and syphi- 
lis; but in all these reports it is seldom 
that an abscess is mentioned. ; 





*Read in Soction on Eye, Ear, Nos2 and Throat, South- 
ern Mo-dical . Association, S:venteenth Annual Meeting, 
Wrshington, D. C., Nov. 12-15, 1923. 
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The peculiar position of the larynx ren- 
ders it difficult to inspect except by an 
experienced laryngologist in his office, 
where he is properly equipped. It is inac- 
cessible, being below and under the base 
of the tongue, on the superior ring of the 
trachea below, and fastened to the hyoid 
bone and lateral walls of the pharynx 
above. Since the epiglottis acts as a clos- 
ing valve to the larynx, any edema of 
either the areolar tissue around the base 
of the epiglottis or inside the thyroid box, 
becomes a serious condition, for Nature 
cannot temporarily compensate for the 
larynx as it can for other organs of the 
body. 

Therefore, taking all of these multiple 
and complex circumstances under due 
consideration, we are led to realize the 
imminent seriousness of a small amount 
of edema in this locality. I once heard a 
prominent surgeon say, “When you are 
absolutely sure there is no indication for 
an x-ray to be made, have it made.” This 
suggestion can well be applied to any 
form of chronic laryngeal irritation be- 
cause, of all things, we cannot afford to 
take a chance, or to give Nature a chance 
to relieve a laryngeal condition, except 
under the most constant vigilance. It is 
difficult or impossible to make a positive 
early diagnosis of an abscess in the lar- 
ynx. I can but believe that many cases 
of laryngeal abscess have been diagnosed 
and reported as “laryngeal edema,” and 
perhaps small abscesses with little swell- 
ing have developed, ruptured spontane- 
ously, and never been discovered; for it 
is not always easy even for the experi- 
enced laryngologist to get a good view 
of the structures within the larynx. 
Especially is this so with patients with 
a sensitive pharynx and nervous temper- 
ament, 


In making a diagnosis of conditions ex- 
isting in the larynx, as in ophthalmic con- 
ditions, the whole body and the diseases 
thereof have to be taken into considera- 
tion. In one of the cases that I am to 
report the physical condition of the pa- 
tient, and his past history, with his en- 
vironment, an outdoor life with the best 
hygienic surroundings and nourishment 
that intelligence and money could give, 
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eliminated tuberculosis, which I had al- 
ways considered practically the only 
cause of laryngeal abscess. I recently 
heard a prominent Irish surgeon say that 
sometimes when men’s minds are rubbed 
together it causes mental friction. The 
remedy he prescribed was mental lubri- 
cation, because if men never rubbed their 
minds together we could never gather ex- 
periences from each other. It is my de- 
sire in reporting these two cases that we 
may rub our minds together with the 
proper dose of mental lubricat’on to pre- 
vent friction and yet produce useful 
knowledge of this rare subject. 


Case I.—R. A. D., a man 40 years old, had a 
negative family history. The personal history 
revealed the fact that the patient had suffered 
from recurrent attacks of sore throat all his 
life. While at college from 1901 to 1905 he had 
several severe attacks, one involving his larynx, 
at which time a tracheotomy was seriously con- 
sidered. The culture taken during this attack 
showed streptococcic infection. Since that time 
he had had three or four attacks of tonsillitis 
each winter up to the preceding winter, begin- 
ning with an attack the latter part of October; 
another in February; another in April; but dur- 
ing the interim between these attacks he was 
never entirely well. Just prior to the attack in 
April he developed a mild abscess of the tongue. 
It developed slowly and caused no pain, but was 
an annoyance. He consulted his physician, who 
considered it of no moment. It finally came to 
a white head on top of the tongue. The patient 
squeezed the pus out himself and the abscess 
rapidly subsided. Another abscess developed on 
the other side of the tongue in May. This one 
lasted longer than the first, and did not subside 
when the pus was squeezed out, but kept filling 
up and forming new heads. This continued 
until about June 1, when the second abscess 
finally healed. 

On June 21 I saw the patient for the first 
time at his home in consultation with Dr. M. W. 
Marr, of Pinehurst, the family physician. At 
this time he had an anxious expression and a 
moderate degree of swelling over the front part 
of the neck, which extended from the chin above 
to the clavicle below. The swelling was equal 
on each side. Upon examination of the pharynx 
and larynx I found a slight degree of tonsillitis 
on both sides. Using a pillar retractor, two or 
three drops of buttermilky looking fluid was 
squeezed from each tonsil. With a small laryn- 
geal mirror, and a poor light, I was able to dis- 


cover a swelling on the left crico-arytenoid fold, 


which completely obscured the left cord from 
view. I was unable to discover any pointing. 
However, there was a free discharge, causing 
frequent coughs, at least four or five times each 
minute. My diagnosis was an abscess of the 
larynx, which had spontaneously ruptured, and 
was of tonsillar origin. Owing to the long dis- 
tance, the patient’s weakened condition from lack 
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of nourishment, and the free discharge, it was 
agreed that it was best to leave him to spend 
the night at home. If he was not better by 
morning he was to be brought to the hospital by 
rail. Dr. Marr was to spend the night with the 
patient. The next morning he was better and 
Dr. Marr felt that the abscess was going: to 
drain out without serious consequence. During 
the following night the breathing became much 
more difficult, the pain more severe, tempera- 
ture higher and it was with great difficulty that 
Dr. Marr was enabled, by the aid of opiates and 
constant benzoin inhalations, to keep the patient 
so that he could breathe. He was brought to 
the hospital the morning of June 23, fighting for 
every breath, unable to lie down, his breathing 
efforts showing the extreme condition he was in. 
When the ambulance reached the hospital he 
jumped out and rushed in the hospital and on 
down a long hallway to his room. On reaching 
his room his larynx seemed entirely to close. 
Almost all the air was shut off. He turned 
cyanotic and was in a desperate condition. With 
no lights or time to wait on the hospital au- 
thorities to get any, I seized a pair of laryngeal 
dressing forceps, and by the sense of touch as 
a guide, slipped them in between the vocal cords 
and opened the forceps. In this way he was 
given air. Later he was undressed and gotten 
into bed. This was about noon. 

The forceps were removed in something over 
an hour and the afternoon was spent fairly com- 
fortably considering his extreme condition upon 
reaching the hospital. The external swelling 
was very markedly increased, with a _ distinct 
lump, quite hard on his left side in the sub- 
maxillary region. There was also a marked em- 
inence over the pomum Adami. Inspection with 
the laryngeal mirror revealed an epiglottis bal- 
looned with considerable edema all around its 
base, so that it was very much more convex lat- 
erally. The crico-arytenoid folds were swollen 
on both sides, obscuring both cords, and almost 
closing the lumen. We then were of the opinion 
that a second abscess had formed and that a 
tracheotomy was inevitable. His brother was 
en route from New York, also Dr. Pincoffs. We 
pitched our tents and proceeded to wait their 
arrival, which was at 5 a. m., June 24. After 
a conference with Dr. Pincoffs and the patient’s 
brother, who is a prominent surgeon, we decided 
to wait. until forced to do the tracheotomy. The 
preparations for the tracheotomy were made in 
case any sudden developments for the worse 
should occur. At about 10 o’clock it was evident 
that a tracheotomy had to be done, as the swell- 
ing was increasing rapidly. The laryngeal for- 
ceps were constantly kept in the larynx. The 
edema of the epiglottis was so extensive that 
it folded, as it were, around the blades of the 
forceps. A tracheotomy was done at 11 a. m. 
June 24. The discharge at first was bloody, but 
soon became the characteristic ropy, tenacious 
secretion that had to be removed with suction, 
both from the larynx and the tube. There 
never was any evidence of pointing of the ab- 
scess. The discharge was proof enough that 
there was an abscess, and that it was draining. 
At one time as much as four ounces of pus and 
mucus were drawn out by suction. A specimen 
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of the discharge from the larynx showed staphy- 
lococcic infection’ and smears from both tonsils 
were staphylococcic. The tube was taken out on 
June 29. His tonsils were removed July 12, un- 
der local anesthesia, and the patient was dis- 
missed July 21. As late as November 2, 1923, 
he wrote me: “I am really getting in fine 
shape again. I now feel like a live man. It is 
astounding what a difference removing my ton- 
sils has made in me.” 


It was impossible to make the routine tests 
with this case. A urinalysis on June 24, 1923, 
showed specific gravity 1025, acid reaction, no 
sugar, some sediment, numerous granular and 
cellular casts, an occasional hyaline cast, and an 
occasional pus cell, July 7 the urine was nor- 
mal. In the blood, June 24 the leucocytes were 
18,900; and July 7, leucocytes were 11,000. 


Case IJ]—A man 28 years old, with previously 
good health, came to my office July 17. My 
diagnosis was laryngeal edema. The next day 
the larynx was still badly swollen and the front 
part of the neck just over and around his 
Adam’s apple. Inside there was no local spot, 
but the swelling appeared to be more marked 
around the epiglottis. The third day the swell- 
ing had gradually increased; the edema of the 
epiglottis was very marked; so much so that it 
was deemed advisable to puncture the epiglottis. 
This was done in several places and quite deeply. 
It bled freely. The next day the edema had 
reached an alarming condition. The larynx was 
cocainized; the swelling seemed still to be cen- 
tered around the epiglottis. With a laryngeal 
knife a deep puncture was made between the 
epiglottis and the tongue; also another on the 
left crico-arytenoid fold between its attachments 
and about 3 millimeters from the inner border. 
This was done in my office and the patient was 
sent to the hospital. That night he was better 
and expectorated quite freely. The next day he 
was very much better and begged for food. In 
three days more he was dismissed from the hos- 
pital. In about a week an abscess formed on 
his tongue. This was lanced and promptly 
healed. His tonsils were filled with a butter- 
milky fluid. The laboratory findings were sta- 
phylococci, both from the tonsils and the larynx. 
The tonsils were removed on August 28. There 
was evidence of a fistulous passage from the 
left tonsil down toward the base of the tongue. 

Since the removal of the tonsils of these two 
patients they have enjoyed good health and in 
every way their recovery has been as complete 
as could be desired. -I am convinced that both 
cases were due to the tonsillar involvement. 





DISCUSSION 


Dr. Maurice C. Pincoffs, Baltimore, Md.—I 
had the opportunity of seeing the first case which 
Dr. Wright has reported today. 

The history of the previous abscesses in the 
tongue and the frankly purulent. sputum gave 
to this case somewhat a different character from 
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the usual diffuse streptococcus cellulitis of the 
neck. Staphylococcus has much more marked 
tendency to form abscesses than has streptococ- 
cus. 

In this case the question arose in the operat- 
ing room whether, in view of the urgent dysp- 
nea, it would not be better to do an immediate 
tracheotomy rather than to explore the region 
alongside the larynx for possible abscess. 
Against Dr. Wright’s better judgment, the gen- 
eral surgeon and I held out for preliminary ex- 
ploration. It soon became evident that we were 
wrong, and a very hasty and difficult tracheot- 
omy had to be done. The patient stopped breath- 
ing and was resuscitated with some difficulty. 
Preliminary tracheotomy is undoubtedly the 
safer procedure. 


Dr. E. B. Cayce, Nashville, Tenn.—The first 
case that Dr. Wright reports calls to mind a 
case that was handled by Dr. Lynch by suspen- 
sion. This man attributed his first trouble to a 
beard of wheat that he thought he inspirated. 
There was abscess formation. Dr. Lynch sus- 
pended the case and located the abscess in the 
cul de sac on the same side above the larynx. 
He evacuated something like an ounce of pus 
and then relieved the laryngeal edema by multi- 
ple puncture. Everything was ready for a 
tracheotomy, but fortunately it was not needed. 
In a few hours the man’s breathing was com- 
fortable and at the end of 24 hours he was com- 
pletely relieved. 
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Dr. E. G. Gill, Roanoke, Va—As I understand 
it, in the first case the abscess was in the larynx. 
I would like to ask Dr. Wright what aid he could 
have received had he been able to do a laryngo- 
scopy and introduce a small bronchoscope. Dur- 
ing the past year when I have been called on to 
do intubation or tracheotomy in a child I have 
always done a bronchoscopy first. With the aid 
of the Jackson bronchoscope you can remove a 
considerable amount of secretion and often you 
do not have to do a tracheotomy. This gives 
you a firm substance to act as a guide. It also 
prevents blood from getting down into the tra- 
chea and probably prevents infection of the 
lungs. In one case, a child two years of age, with 
a fat short neck, I could not have done the op- 
eration nearly so easily if I had not had a bron- 
choscope in the trachea. 


Dr. Wright (closing).—The swelling of the 
front part of the man’s neck would have made 
it extremely painful and difficult to get his head 
into position to reach his larynx with a bron- 
choscope. I do not think we could have done it 
except under general anesthesia, and that we did 
not give him. All the operating was under local 
anesthesia. Perhaps had we begun sooner we 
might have done some of these things, but when 
Dr. Pincoffs and the patient’s brother reached 
Raleigh the patient was in an extreme condi- 
tion. I still think we should not have delayed, 
but should have done a tracheotomy. 





WHO’S WHERE 


By W. A. Davis, M.D., 


Director, Bureau of Vital Statistics, State Board 
of Health, 


Atlanta, Ga. 





The growth of the Southern Medical Associa- 
tion was reported by the Secretary* as follows: 

“Last year we reported 6760 members, and 
during the year have received 1158 new members. 
During the year we lost from resignations, deaths 
and suspension for failure to pay dues 447, leav- 
ing a net membership at this time of 7471.” 

A casual investigation develops the fact that 
the growth of the Southern Medical Association 
since 1912 shows an increase in membership of 
more than 500 per cent. From a small society of 
1243 physicians in 1912, has developed an associ- 
ation of no mean proportions with 7471 members, 
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Graph 1 
' 
each year showing a steady growth except those 
years when all institutions of every character 
suffered from the effects of the World War. 
The decrease in members in 1918, rather than a 
reflection on the Association, was a high com- 
pliment to the patriotism of its membership. By 
1920 the Association had recovered from this 
world-wide depression and normal increase was 
apparent. Many institutions had not in 1923 re- 
covered, but the Southern Medical Association 
was going forward and covering its territory in a 
splendid manner (Graph 1). 
The fifteen states in the Association in 1912 





*Minutes of Washington Meeting, So. Med. Jr., Vol. xvii, 
No. 1 (January, 1924), page 96. 
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may be called the original colonies and the 1243 
members might be described as charter members, 
Of these 1243 physicians more than 60 per cent, 
or, to be exact, 773, were residents of Alabama 
and the three neighboring states, Georgia, Ten- 
nessee, and Mississippi. West Virginia was the 
baby colony with 7 members and the District of 
Columbia was second in size with 11. Then Ken- 
tucky with 14 and Arkansas with 19 composed 
the group of states with less than 20 members. 
Maryland had 20; South Carolina, the center of 
the Old South, had 30; and Texas, the biggest 
state in the Union, had 31. There were 35 rep- 
resentatives of the “first families of Virginia,” 
and 37 tarheels from North Carolina. Florida 
was represented by 133. 

A statement of the membership in 1923 is quite 
different. Kentucky jumped from 14 to 487, an 
increase of 3378.57 per cent; West Virginia, from 
7 to 248, an increase of 3442.85 per cent; while 
Texas went from 31 to 799, an increase of only 
2477.41 per cent. It is never permissible to 
speak of more than 100 per cent except in dis- 
cussing the increase in the membership of the 
Southern Medical Association and as some one 
might doubt the statement, it is better to give, 
not the percentage, but the actual figures 
(Graph 2). 


The greatest numerical increase was in North 
Carolina, Tennessee, and Texas. The compari- 
son of the numerical increase is not fair to all 
the states (Graph 3). 

To make the comparison fair the number of 
physicians residing in each state must be consid- 
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ered. Of the 1348 physicians in Florida, 344 are 
members of the Southern Medical Association. 
While Florida stands fourteenth in number of 
members, she makes a splendid showing when it 
is noted that 25 per cent of all her physicians 
are members of the Southern Medical Association. 
Only three states made a better showing, South 
Carolina and Mississippi with 26 per cent and 
Alabama with 27 per cent. South Carolina has 
20 more physicians than Florida, but 15 more 
members which accounts for a slightly higher 
percentage. Mississippi led in 1912 in numerical 
membership, but Alabama took the lead in 1923, 
not in actual numbers but in the percentage of 
her physicians who were members. Of the 1792 
physicians in Mississippi, 480 are members of 
the Southern Medical Association. In Alabama, 
which was second in membership in 1912, there 
are 637 members out of 2313 physicians. A 
prophet may be “without honor save in his own 
country,” but the Southern Medical Association 
is held in high regard in Alabama, its headquar- 
ters home. 

In Texas there was an actual increase of 768, 
the greatest in any state, but only 13 per cent 
of the Texas physicians are members of the 
Southern Medical Association. 

If birth and death rates are based on 1000 pop- 
ulation, it would seem proper to compute mem- 
bership rates on the medical population as has 
been done in Graph 4. 

There is a group of well meaning physicians 
who are always fussing about so many associa- 
tions, “the County, the District, the State, the 
Southern, and the American Medical. There are 
lodges, fifteen or twenty. There are innumerable 
clubs, and the Church. The dues are too heavy. 
We have no time to attend,” etc., etc. 

Such a man should join his wife’s church and 
let her pay the pastor and attend services for 
him. If the cellar is empty, club membership 
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may be necessary. If exercise is demanded, wood 
chopping is cheaper and more like work than 
golf. But by all means he should belong to every 
medical society and association, for organized 
medicine needs busy men. 

The leaders in any organization are, generally 
speaking, members of all similar organizations. 
No system of instruction is so valuable as the 
recitation of another’s methods, much more val- 
uable than the lifeless ipse dixit of an authority 
not subject to question. This is recognized by 
the progressive professionals in the larger towns 
and cities who meet each week to discuss asso- 
ciated interests, and it is especially noticeable 
that the busiest men are the most regular attend- 
ants. 

Do the medical associations overlap in terri- 
tory? 

Upon the county, state and National associa- 
tions fall the duty of suggesting and securing by 
united action the passage of laws for the protec- 
tion of the medical profession and the people 
from quacks and for the preservation of the pub- 
lic health. After such laws are enacted, organ- 
ized medicine must see to their enforcement. In 
recent years the layman is looking to the private 
physician for such protection and regularly or- 
ganized medicine is realizing more and more its 
full duty to the layman. 

The ethical physician who would be true to his 
profession and to his patron must be _ identified 
with his county, state and National association 
and must bear his share of this responsibility 
and perform his part of these duties. With the 
volunteer medical organizations such is not the 
case. Such duties do not fall upon that class of 
organizations. Laws may be discussed and 
recommendations made, but there is no further 
responsibility than that of an advisory character. 
Volunteer medical organizations may devote all 
their sessions to the discussion of scientific sub- 
jects. They are composed of particular groups 
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Graph 5—State membership per 1000 physicians by states 


commonly interested in particular diseases and 
conditions. They are neighbors in the same pro- 
fession under the same environments. There ex- 
ists a personal touch not possible in a larger or- 
ganization. 

But does membership in one deter from mem- 
bership in others? It would not appear so from 
a casual glance at the report of the Secretary of 
the Southern Medical Association and the Ameri- 
can Medical Directory. 

With three exceptions the states follow closely 
Tennessee, Alabama, and North Carolina as to 
membership in the state association and the 
Southern Medical. The greater the membership 
in one, the greater in the other. It would appear 
that membership in one does not deter from mem- 
bership in the other, but membership in either 
association depends upon the thoroughness of 
organization in that state (Graph 5). 

In the United States there are 145,966 pnysi- 
cians, with a total state membership of 88,751, in- 
dicating that 60.8 per cent of all physicians in 
the Nation are members of the state associations. 
Organized medicine is stronger in the East and 
North than in the South and West, yet the fifteen 
states in the Southern Medical Association have 
a total of 46,113 physicians with a state mem- 
bership of 26,732, or 57.9 per cent of the total. 

Over 87 per cent of the New Hampshire physi- 
cians are in the State Association; and in North 
Dakota 79.8 per cent. The two states include 
1132 physicians with 949 in the state associations. 
West Virginia, with 1751 physicians, includes 
1447 in the State Association, or 82.6 per cent of 
the total. These three states led in thoroughness 
of organization in 1928. 

In five states less than one-half of the profes- 
sion are aligned with organized medicine: in 
Florida, 43 per cent; in Tennessee, 44 per cent; 
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in Arizona, 45 per cent; in California, 46 per 
cent; and in Mississippi, 47 per cent; while the 
District of Columbia had only 29.7 per cent. In 
the two Western states there are 4245 and in the 
three Southeastern states 3494 physicians who 
are not members of the. state associations 
(Graph 6). 

Though not always apparent, there is an ex- 
planation for all things. It would be interesting 
to know why only 74.2 per cent of the physicians 
of Vermont are members of the state association 
and why new New Hampshire includes 87 per 
cent. Likewise why North Dakota has 79.8 per 
cent and South Dakota only 55.8 per cent. Of 
the 399 New Mexico physicians, 74.6 per cent 
have been organized and in Arizona only 45.6 per 
cent. 

There must be a reason why the state associa- 
tion of Alabama includes 71.9 per cent of the 
profession, while the state association of Florida 
has only 43.4 per cent, Tennessee only 44.6 per 
cent, Mississippi only 47.3 per cent, and Georgia 
only 56.8 per cent. Conditions are apparently 
the same in these neighboring states, yet in each 
100 physicians Alabama includes 28 more in the 
state association than Florida, 27 more than Ten- 
nessee, 24 more than Mississippi, and 15 more 
than Georgia. 

The proverb of the weak link applies to organ- 
ized medicine. The influence of organized medi- 
cine will increase in direct proportion to the 
spread of the membership and the more closely 
organization approaches 100 per cent the better 
will be the protection of the public against quacks 
and frauds and the better will be the public 
health. 

There appears to be in some states a close rela- 
tionship between the efficiency of the state health 
department and the thoroughness with which the 
medical profession has been organized. This re- 
lationship will become more and more apparent 
as the physician realizes his duty to his patron 
in preventive medicine as well as in the treatment 
of the sick, and when organized medicine wakes 
up to the fact that it holds the balance of power 
in the enforcement of public health laws. The 
state association can make the state health de- 
partment by its support or can unmake it by its 
indifference. . 
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LUNG ABSCESS FOLLOWING 
TONSILLECTOMY 


Since the report by Richardson (1912, 
Washington Medical Annals) of the first 
case of pulmonary abscess complicating 
tonsillectomy, many cases have appeared 
in the literature, and various suggestions 
have been made as to their causation. 

It has been estimated that this compli- 
cation occurs once in about every three 
thousand tonsillectomies. Although the 
incidence is not large, yet it appears with 
sufficient frequency, and is of such serious 
consequence, that surgeons performing 
the operation should take every precaution 
possible to safeguard their patients from 
this dangerous complication. It is signifi- 
cant that the first case was not recognized 
until 1912, although tonsil removal had 
been practiced for a number of years. As 
the date of the first reported case corre- 
sponds fairly well with the introduction 
of the ether-motor apparatus for admin- 
istering ether, and because of the fact that 
the cases have greatly increased within 
recent years, Clendening' believed that the 
mechanical apparatus was a factor in the 





1. Clendening, Logan: J. A. M. A., April 3, 1920. 
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complicating lung abscess; that it created 
a high pressure which forced blood and 
saliva into the posterior pharynx, and 
hence possibly into the lungs. This view 
of the causation has not been accepted by 
the profession. 

From certain published statistics it ap- 
pears that lung abscess follows opera- 
tions under general anesthesia more fre- 
quently than operation under local and 
that the use of local anesthesia is, there- 
fore, highly advisable.” * 

It has been suggested that the increased 
frequency in the incidence of lung abscess 
is due to the substitution of the more com- 
plete operation of tonsillectomy for tonsil- 
lotomy. 

Infection can reach the lung and cause 
abscess in only three ways: (1) by way 
of the air passages; (2) by way of the 
blood stream; and (3) by way of the 
lymphatics. A recent paper by Fetterolf 
and Fox‘ throws light upon this obscure 
problem. Experimental work was done 
upon guinea pigs in an effort to determine 
the reaction of the peritonsillar tissues to 
infection and trauma. Infected stitches 
were placed in the tonsillar fossa after op- 
eration and the tissues were studied mi- 
croscopically at intervals of two and four 
days. Marked inflammatory changes were 
noted in the adjacent tissues with the ap- 
pearance of thrombi in the vessels and 
edema of the lymphatic glands. The 
writers, from their investigations and 
studies, are much impressed with the fact 
that the embolic origin of lung abscess is 
much more frequent than has been sup- 
posed, although the respiratory tract can- 
not be disregarded as a possible route of 
infection. The danger of an infection’s 
being carried by the lymphatics seems 
very remote. 





. Fatalities Following Minor Operations Upon the Nose 
Pe. Throat. Editorial, So. Med. Jr., Vol. xvi, No. 4, 
(ao 7) p. 821. 
oeb, H. W.: Annals of Otology, Rhinology and Laryn- 
ee. they 2, 278. 
4, Fetterolf and Fox: The American Journal of Medical 
Science, December, 1923. 
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These studies, although emphasizing the 
embolic origin of lung abscess, should not 
cause surgeons performing tonsillecto- 
mies to relax their efforts in safeguarding 
the air passages from such products as 
blood, tonsillar concretions, and food 
particles. The operation should of course 
be performed when the patient is free 
from acute infection of the lungs and 
respiratory tract. Likewise, great care 
should be taken to remove the tonsils with 
as great accuracy and with as little trauma 
as possible. Special care should be taken 
in the use of the sponge for the control 
of bleeding, and it might be wise to sub- 
stitute cotton sponges for gauze. As it is 
impossible to leave a perfectly sterile 
wound following tonsillectomy, our best 
safeguard against infection, both local and 
general, is to preserve the vitality of the 
tissues by avoidance of unnecessary 
trauma. 


Fetterholf and Fox condemn the use of 
tissue suturing for the control of hemor- 
rhage, not only because of their devitaliz- 
ing influence on the tissues, but also on ac- 
count of the danger of an infection’s being 
carried with the sutures. They suggest the 
use of ligatures for this purpose. The 
seizure of the open vessel with forceps for 
a few moments is often the only measure 
required. 





THE MOST NEGLECTED PERIOD 
OF LIFE 


When pediatrics first came into being 
through a realization that the child 
must be handled according to standards 
different from those of the adult, and 
methods of diagnosis employed with a 
view to recognizing that disease processes 
were influenced largely by the age, both 
chronological and _ physiological, of the 
tissues, a large advance was made in the 
progress of scientific medicine. Since the 
most apparent difficulties encountered 
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were among infants, particularly those 
artificially fed, the subject of infant feed- 
ing was made the object of the first in- 
tensive study. Then the school child be- 
came the object of observation largely on 
account of the prevalence of retardation. 
To prevent this retardation with its in- 
creasing demand on the public exchequer, 
because of the overcrowding which re- 
sulted in the schools and the increasing 
demand for greater school facilities, med- 
ical school inspection was developed. 
Then appeared on the horizon of medical, 
educational and sociologic endeavor the 
child of pre-school age or the runabout. 

The one single effort in behalf of the 
newly-born for a long while was the pre- 
vention of blindness, through a legally 
required instillation of nitrate of silver 
in the eyes at the time of birth. Sud- 
denly the medical profession and socio- 
logical organizations awoke to the fact 
that “the newly-born was the most neg- 
lected period of life,” a phrase first used 
by Dr. L. R. DeBuys,* of New Orleans, 
who organized one of the first newly-born 
hospital services in the country. Accord- 
ing to Dr. DeBuys’ plan, the newly-born 
baby is turned over to the pediatrician 
as soon as the cord is cut. 

The time for simply hoping for the best 
from the new-born child is past. It must 
be realized that the first month is the 
least resistant period of life and that 
modern medical science has taught many 
means available to the country practi- 
tioner as well as to the pediatrician in 
the city for helping the new comer 
through his dangerous period. The Sym- 
posium of the New Born in this issue of 
the JOURNAL views the problem from va- 
rious angles. The syphilitic baby obvi- 
ously must be recognized and treated. 
Nutrition of the new born has many as- 





*DeBuys, L. R.: The Newly-Born Service, Southern Med- 
ical Journal, Vol. XV; No. 2, 1922, p. 115. 
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pects. The preservation of the normal 
supply of breast milk requires consider- 
able attention. A knowledge of the ear- 
liest symptoms of intracranial hemor- 
rhage is necessary. It is considered by 
some authorities that a routine test of the 
blood clotting time should be made on 
every new born baby. As this period of 
life is more carefully studied, the practi- 
cal methods of combating its various 
curses will be developed. 

The public is being educated in many 
matters affecting health to such an ex- 
tent that the physician must now keep 
up with public opinion rather than the 
reverse. More is expected of the physi- 
cian by the public today than ever before, 
and the medical profession must be pre- 
pared to cope with these problems of the 
new born, else the layman will demand to 
know why. 





STRENGTHEN THE WEAK LINKS 


Under the caption ‘“Who’s Where’! 
there appears in this issue of the JOUR- 
NAL a paper dealing with medical organi- 
zations, particularly as reflected by the 
growth of the Southern Medical Associa- 
tion. From the annual report? of the 
Secretary it was shown that the growth 
of the Association had been more than 
500 per cent in ten years. It is noted that 
while many organizations had not rallied 
from the “world-wide depression” caused 
by the war, the Southern Medical Asso- 
ciation was going forward, slowly but 
surely, and making a place for itself in 
its territory. While this paper should 
prove of interest to every reader of the 
JOURNAL, it will be especially read and 
appreciated by all who are interested in 
medical organization work,—the officers 
and leaders in all medical societies. 





1. Davis, W. A.: Who’s Where. Sou. Med. Jour., Vol. 
xvii, No. 6, (June 1924) page 454. 

2. Minutes of the Washington Meeting, Sou. Med. Jour., 
Vol. xvii, No. 1, (Jan. 1924) page 96. 
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“The ethical physician who would be true to 
his profession and to his patron must be identi- 
fied with his county, state and National associa- 
tion and must bear his share of this responsibil- 
ity and perform his part of these duties. * * * * * 


“The proverb of the weak link applies to or- 
ganized medicine. The influence of organized 
medicine will increase in direct proportion to the 
spread of the membership; and the more closely 
organization approaches 100 per cent, the better 
will be the protection of the public against 
quacks and frauds, and the better will be the 
public health.”! 


There was never a time when it was so 
necessary as it is today to strengthen the 
“weak links.” Within the states com- 
prising the Southern Medical Association 
there are 46,113 physicians, of which 
number 26,732 are members of the state 
and county medical society, an average 
of 58 per cent. One state has 83 per cent 
of its physicians in the state society, 
while another has only 30 per cent. 
“Though not always apparent, there is an 
explanation for all things.” It would be 
interesting to know why in 1923 one state 
had 72 per cent of its physicians members 
of the state and county societies while the 
four states bordering it had 57, 48, 45 
and 44 per cent, respectively. Conditions 
are apparently similar in these five states. 


What are you doing to strengthen or- 
ganized medicine in your state and 
county? What are you doing to sell the 
ethical physician, who is not a member 
of the state and county society, on the 
value of organized medicine and on being 
a member of the state and county society? 


No ethical physician should shirk the 
responsibility of doing his best to 
strengthen the ‘‘weak links,” his respon- 
sibility to make his county society com- 
prise 100 per cent of the eligibles. There 
are many good men not members who 
need to be converted to the idea. And 
what about the bad ones? What are you 
and your society doing to make ethical 
physicians out of the ones not now so con- 
sidered? 
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Strengthening the state and county so- 
ciety strengthens the Southern, and the 
stronger each organization becomes—the 
county, the state, the district, the county 
and state groups, the Southern, the Amer- 
ican and the needful special societies—so 
much better shall we be able to meet and 
solve the great problems confronting 
medicine and public health. 

“Let us see if we cannot get every man in our 
State Association to enjoy the privilege of the 
Southern Medical Association and receive the 
Southern Medical Journal, a periodical which is 


second to none. Let the slogan be, Join the 
Southern Medical Association.’ 


The quotation above is the closing sen- 
tence of an editorial which appeared in 
the May issue of the Journal of the Flor- 
ida State Medical Association. Are you, 
who know the value of the Southern Med- 
ical Association and its JOURNAL, telling 
your fellow physicians? Why not adopt 
as your slogan for those of your friends 
who are not members, “Join the Southern 
Medical Association?” By so doing you 
will help make a strong link a bit strong- 
er, and will have that sense of satisfac- 
tion which goes with the performance of 
a constructive piece of work. 





Book Reviews 





Hernia, Its Anatomy, Etiology, Symptoms, Diagnosis, Dif- 
ferential Diagnosis, Prognosis, and Operative Treatment. 
By Leigh F. Watson, M. D., Associate in Surgery, Rush 
Medical College, Chicago, Ill. With 660 pages and 232 
original illustrations by W. C. Shepard. St. Louis: C. 
V. Mosby Co., 1924. Cloth, $11.00. 

This is a volume by a former member of the Southern 
Medical Association, whose very full bibliography contains 
many references to articles published in the Southern 
Medical Journal. The historical introduction is well writ- 
ten, and considerable space is devoted to anatomy, with 
the idea of supplying in one volume all the information 
needed for operative or non-operative correction of hernia. 

All varieties of hernia are dealt with, and at least one 
suitable operation for each is described in detail. One hun- 
dred and fifty pages are devoted to the etiology, anatomy, 
symptoms and treatment of inguinal hernia. Femoral, um- 
bilical, ventral, diaphragmatic, internal, lumbar, obturator, 
sciatic, and perineal hernias are also ably covered. Further 
chapters take up in detail hernias of the large intestine, 


appendix, Meckel’s diverticulum, bladder, ureter, ovary, 
8. Editorial: Our Allegiance to the Southern Medical As- 


sociation, Jour. Fla. State Med. Assn., Vol. x, No. 11, (May 
1924), page 303. 
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tubes, and uterus, and the volume closes with a pertinent 
chapter upon the medico-legal aspects of hernia. This latter 
is of inestimable importance to one doing industrial surgery, 

The illustrations are profuse and good, and the work 
should be invaluable to anyone who treats hernia of any 
kind. 





War Against Tropical Diseases. Being Seven Sanitary Ser- 
mons Addressed to All Interested in Tropical Hygiene and 
Administration. By Andrew Bafour, C. B., C. M. G., M. D., 
B. Se. (Public Health), F. R. C. P. (Edin.), D. P. H. 
(Camb.), Director-in-Chief, Wellcome Bureau of Scien- 
tific Research, London, England. Quarto size, 220 pages, 
many figures in text, and some in colors. London: Bal- 
liere, Tindall & Cox, 1924. Cloth, 12/6 net. 

The name of Andrew Balfour is so intimately connected 
with tropical medicine that any publication bearing his 
name is looked forward to with pleasurable anticipation. 
The present volume is a series of lectures which the author 
has presented, revised, and amplified. These seven lectures 
take up sanitation in Egypt, essays on tropical diseases in 
the Orient and a description of a trip through the West 
Indies and the northern part of South America. 

It is unfortunate that with such a title, the work which 
has been done toward eradication of yellow fever should 
receive no mention, and that the international campaign 
against hook worm should be passed over in one paragraph, 


Oral Hygiene By J. Sim Wallace, D. Se., M. D., L. D. S., 
Lecturer on Preventive Dentistry, King’s College Hospital, 
Formerly Dental Surgeon and Lecturer on Dental Sur- 
gery and Pathology, London Hospital. With 76 pages. 
London: Balliere, Tindall & Cox, 1928. Cloth, 5 shillings. 
In the April issue the price of the above book was given 

as $5.00. It should have been 5 shillings, which is $1.13 in 

United States money. 





Intravenous Therapy: Its Application in the Modern Prac- 
tice of Medicine. By Walton Forest Dutton, M. D., Medi- 
eal Director, Polyclinic and Medico-Chirurgical Hospitals, 
Graduate School of Medicine, University of Pennsylvania. 
With 542 pages, illustrated with 59 half tones and line 
engravings, some in colors. Philadelphia: F. A. Davis 
Co., 1924. Cloth, $5.50. 

The general theory, history and technic of intravenous 
therapy occupy about two-fifths of this book. The remain- 
ing three-fifths deals with treatment of specific diseases, 
alphabetically arranged, beginning with acidosis, actinomy- 
cosis and alcoholism, and ending with uremia, varicose 
veins, yaws and yellow fever. Other methods of treat- 
ment than intravenous are in practically every case briefly 
mentioned. The type is large and the book easy to read. A 
whole book describing the use of one system of treatment 
for so large a ber of seems rather to put the 
cart before the horse, and to place in importance the treat- 
ment above the disease. At the same time such a, book for 
reference unquestionably has a place in medical literature. 


Southern Medical News 


ALABAMA 


Ninety-two physicians of Birmingham and Jefferson 
Ccunty organized the Physicians’ Civic League of Jefferson 
County at a meeting held March 14. The purpose of the 
League is “the enlightenment of the public in matters per- 
taining to health preservation and health legislation; as- 
certaining candidates’ views on the maintenance of an ef- 
ficient and adequate health department, and consolidation 
of power and influence to discourage unworthy candidates 
and promote those candidates who have the public welfare 
and health at heart.” 














ARKANSAS 
Jackson County Medical Society has elected Dr. K. K. 
Stallings, President; Dr. J. T. Matthews, Vice-President; 
Dr. M. L. Harris, Secretary-Treasurer. 
Dr. William Holt, Epidemiologist, State Board of Health, 


(Continued on page 36) 
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i. Soft Rubber Velvet Eye Catheters 
Pezzar and Spiral Self retaining catheters. The Velvet Eye 
catheters as well as Stomach, Rectal, Colon, Caecum and other 
tubes are made at our own factory of a special compound, con- j 
sequently we are able to produce these articles superior in quality, 2 
form and finish to goods usually on sale. 2 
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Surgery in 
Lung Complications 


Keep the patient warm, avoid draughts 
and always administer Gas-Oxygen. 

This anesthetic is as non-irritant as air 
and is best administered under slight pres- 
sure to aid respiration in these cases. Pneu- 
monia is often improved under its influ- 
ence. 

Use every factor of safety and advan- 
tage for the patient by giving Gas-Oxygen 
with the 


McKESSON APPARATUS 








McKesson Universal Unit No. 100 


Other types to meet your needs. 


Send for New Catalogue, No. 12—Almost 
a Textbook. 


Toledo Technical Appliance Co. 


2226 Ashland Ave., 
Toledo, Ohio 
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was recently elected Health Officer of Little Rock, suc- 
ceeding Dr. John Thames, resigned. 

Dr. John Thames has resigned as City Health Officer of 
Little Rock and accepted the position of Health Officer of 
Preston County, West Virginia. 

Dr. Joseph Balton, Chicago, succeeds Dr. C. H. Waring as 
Superintendent of the U. S. Reservation at Hot Springs 
National Park. 

Deaths 


Dr. Hastings D. Avery, Tyro, aged 65, died March 12. 

Dr. James Harrod, Vilonia, aged 83, died April 1 from 
senility. 

Dr. William Thomas Swindle, Maynard, aged 70, died 
April 8 from senility. 

Dr. H. W. Ashley, Marmaduke, aged 58, died March 19 
from cerebral hemorrhage. 

Dr. John B. Sandefur, Hope, aged 90, died April 7 from 
senility. 





DISTRICT OF COLUMBIA 


Dr. Rupert Blue, Assistant Surgeon-General, U. S. Public 
Health Service, Washington, has been appointed Regional 
Director of the North Atlantic District No. 1, New York, 
N. Y. He will succeed Dr. Ezra K. Sprague, who has as- 
sumed charge of the U. S. Marine Hospital No. 70, New 
York, N. Y. 

Director Hines, of the U. S. Veterans’ Bureau, has ap- 
proved recommendations to complete the Mount Alto Hos- 
pital, Washington. The work will begin early in the sum- 
mer and the cost will be approximately $110,000. The Hos- 
pital will accommodate 280 patients. 

Dr. William Bailey Sims, Jr., Washington, and Miss Ma- 
rie Lorton, Richmond, Va., were married March 22. 


Deaths 


Dr. Lewis E. Rauterberg, Washington, aged 81, died 
March 19 from senility. 

Dr. Thomas Francis Mallan, Washington, aged 66. died 
April 4 from heart disease. 

Dr. George Henry Philip Cole, Washington, aged 68, died 
March 8. 


GEORGIA 


Leon Moye Medical Society, composed of the physicians 
of Toombs, Montgomery, Truetlen and Wheeler Counties, 
has elected Dr. J. E. Mercer, Vidalia, President; Dr. J. E. 
Hunt, Mt. Vernon, Vice-President; Dr. Cleveland Findley, 
Uvalda, Secretary-Treasurer. 

Montgomery County Medical Society has  electeed Dr. 
Cleveland Findley, Uvalda, President; Dr. W. Moses, 
Uvalda, Vice-President; Dr. J. E. Hunt, Mt. Vernon, Sec- 
retary-Treasurer. 

Ocmulgee Medical Society has elected Dr. J. Cox Wall, 
Eastman, President; Dr. A. L. Wilkins, Eastman, Vice- 
President; Dr. W. H. Pirkle, Cochran, Secretary-Treas- 
urer. 

Polk County Medical Society has elected Dr. T. E. Me- 
Bride, Rockmart, President; Dr. W. G. England, Cedar- 
town, Vice-President; Dr. W. W. Tison, Cedartown, Secre- 
tary-Treasurer. 

Twiggs County Medical Society has elected Dr. A. J. 
Wood, Fitzpatrick, President; Dr. T. S. Jones, Jefferson- 
ville, Vice-President; Dr. H. A. Rogers, Secretary-Treas- 
urer. 

The Savannah Hospital, at the annual staff meeting, 
elected Dr. George H. Richter, President; Dr. Isaac Lev- 
ington, Vice-President; Dr. J. L. Allen, Secretary-Treas- 
urer; Dr. H. H. McGee, Chief of Staff. 

The Central of Georgia Railway System is to have a 
local hospital in Savannah for diagnosis, x-ray examina- 
tions, health service for its employees. 

Dr. J. Allen Johnston has resigned as Health Commis- 
sioner of Decatur Coynty. 

Dr. John W. Daniel, Health Commissioner of Chatham 
County and President of the State-wide Health Association, 
has received his commission as a Colonel in the Medical 
Corps of the O. R. C. of the United States Army. 


Deaths 


Dr. Edward W. Watkins, Ellijay, aged 84, died suddenly 
March 9 from heart disease. 

Dr. Charles R. Herron, Savannah, aged 82, died March 11 
from heart disease. 

Dr. James P. McWilliams, Lafayette, aged 70, died March 


25 from senility. 
George Orrville Jones, Atlanta, aged 54, died 


Dr. 
March 19. d 
(Continued on page 38) 
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Safety 


Eastman Safety Dupli-Tized X-Ray Films 
can be stored with no greater fire protection 
than is necessary for paper records. Sug- 
gestions as to the proper storage of regular 
cellulose nitrate Eastman Dupli-Tized X- 
Ray Film are available to you in printed 


form on request. 


Both have the same emulsion — Super Speed. 


For hospital use, specify 


Eastman Safety 


Eastman Kodak Company 
Medical Division Rochester, N. Y. 
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“DUBOSCQ COLORIMETER” 


We recommend the Duboscq Colorime- 
ter to the Biological Laboratories need- 
ing a Colorimeter to meet exacting re- 
quirements for Colorimetric Analysis. 


“Everything for the Laboratory” 


Laboratories in the South will find it 
profitable to purchase their supplies 
from us, because of the saving in trans- 
portation charges and the dispatch with 
which their orders can be filled. Our lo- 
cation assures this. “Let us show you 
what service we can render you.” 


Special Attention Given to Mail Orders 


DOSTER-NORTHINGTON DRUG CO. 


Surgical Instruments, Hospital, 
X-Ray and Laboratory Supplies, 
BIRMINGHAM, ALA. 
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Dr. Alfred Buford Greene, Cartersville, aged 54, died 
March 22. 

Dr. W. Walter Tison, Cedartown, aged 53, died March 23 
from food poisoning and atrophic cirrhosis of the liver, 

Dr. John Peebles Proctor, Athens, apet 48, died April 138 
from injuries received in an a 

Dr. Frank J. Erwin, Blairsville, pois 67, died March 14. 

Dr. Walter E. Saunders, Arlington, aged 49, died Febru- 
ary 25 from injuries received in an automobile accident, 








KENTUCKY 


Christian County Medical Society has elected Dr. R. L. 
Woodard, President; Dr. J. G. Gaither, Vice-President; Dr, 
W. S. Sandbach, re-elected Secretary-Treasurer. 

Pendleton County Medical Society has elected Dr. H. C. 
Clark, President; Dr. C. H. Kendall, Vice-President; Dr. 
B. N. Comer, Secretary-Treasurer. 

Dr. Louis E. Young, Paducah, has been re-elected Physi- 
cian of McCracken County for a period of two years: 


Deaths 


Dr. Curtis Norton Duncan, Louisville, aged 44, died April 
11 from pneumonia. 

Dr. Malcolm Dills, Carlisle, aged 74, died March 27 from 
senility. 

Dr. H. Volney Nickell, West Liberty, aged 47, died 
March 16 from arterio-sclerosis and cerebral hemorrhage. 

Dr. Herbert S. Guthrie, Louisville, aged 44, died March 
18 from heart disease and diabetes mellitus. 

Dr. Edward Alcorn, Hustonville, aged 80, died March 28 
from senility. 

Dr. Mark Henry Lively, Hammonville, aged 70, died 
March 25 from heart disease. 

Dr. W. C. Bryant died January 17 at Norton Infirmary, 
Louisville, from a complication of chronic troubles. 





LOUISIANA 


The Louisiana State Medical Society, at its annual meet- 
ing in Opelousas, elected Dr. Charles V. Unsworth, New 
Orleans, President; Drs. E. M. Ellis, Crowley, Carson R. 
Reed, Natchitoches, and Roy B. Harrison, New Orleans, 
Vice-Presidents; Dr. Paul T. Talbot, New Orleans, re- 
elected Secretary-Treasurer. The next meeting will be held 
in New Orleans. 

Allen Parish Medical Society has elected Dr. S. M. Scott, 
Oakdale, President; Dr. A. J. Heflin, Oberlin, Vice-Presi- 
dent; Dr. I. R. Fowler, Emad, Secretary-Treasurer. 

St. Martin Parish Society has elected Dr. J. S. Martin, 
St. Martinville, President; Dr. J. L. Beyt, St. Martinville, 
Vice-President; Dr. P. H. Fleming, St. Martinville, Secre- 
tary-Treasurer. 

The bacteriologic laboratory, Shreveport, has been closed, 
and the work formerly done there will be done at the Char- 
ity Hospital, New Orleans. 

The first regular meeting of the State Board of Health 
recently appointed was held in New Orleans April 11. The 
new Board consists of Drs. Oscar Dowling, New Orleans, 
President; Joseph T. Abshire, Abbeville, Vice-President; 
Camille P. Brown, New Orleans; J. Ernest Brown, Lake 
Providence; Walter F. Couvillion, Marksville; Fred Ratz- 
burg, Shreveport; Theophilus T. Tarlton, Grand Coteau; 


(Continued on page 40) 


The Ella Oliver Refuge 


A refined Christian home for the care and 
protection of unfortunate girls during pregnancy 
and confinement, 

Under the auspices of the Women’s and Young 
Women’s Christian Associations of this city. 

Adoption of babies arranged for when desired. 

Patients may have house physician or any 
other ethical physician. 

Charges very reasonable. 

Strictest privacy is maintained. 

For folder and further information, address 

ELLA OLIVER REFUGE, 
903 Walker Ave., 
Phone—Walinut 639 Memphis, Tenn. 
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utmost importance in the diet of growing children. 


pure 


KNOX 


SPARKLING 


GELATINE 


“The Highest Quality for Health” 


HEALTH-GIVING DIETS 
FOR INVALIDS AND CONVALESCENTS 


gee hed edible gelatine is a highly protective colloid which, in combination with 
other wholesome foods, materially aids the digestion, it is invaluable for invalids 
and convalescents, and because it has an unusually nutritive lysine content, it is of the 


To facilitate the task of the physician in describing diets, we suggest the follow- 
ing foods, which have proved highly beneficial, and which may be easily prepared with 











For Acid Stomach and All Other 
Forms of Indgestion 


Orange Jelly 

Orange Gelatine Trifle 
Gelatine with Raspberry Juice 
Apricot Soufflé 

Blane Mange 


For Rickets and Scurvy 
Grape Juice Jelly 
Pineapple Jelly 
Lemon Jelly 
Jellied Prunes 
Strawberry Jelly 
Tomato Juice with Gelatine 


For Fever Patients 
French Orange Jelly 
Lemon Jelly 
Strawberry Ice 
Fruit Sherbet 
Apricot Jelly 


For Tuberculosis 
Orange and Raw Egg Jelly 
Spanish Cream 
Orange Charlotte 
Tomato Jelly 
Jellied Chicken Bouillon 





For Diabetes 
(To be prepared with saccharine) 


Grape Fruit Jelly 
Jellied Vegetable Salad 
Fruit Salad Supréme 
Cranberry Frappé 


For Underweight Children 


Gelatine Spread for Bread 
Cocoa Cream 

Rice and Orange Jelly 
French Dainties 

Rhubarb Jelly 


For Infant Feeding 


For many infants who are unable to 
assimilate any milk formula, “gela- 
tine-ized” milk has been found highly 
successful, prepared as follows: Soak 
one level tablespoonful of Knox Spar- 
kling Gelatine in one-half cup of cold 
milk, from the baby’s formula, for ten 
minutes; cover while soaking; then 
place the cup in boiling water, stir- 
ring until gelatine is fully dissolved; 
add this dissolved gelatine to the 
quart of cold milk or regular formula. 








FREE to Physicians and Hospitals PORE A tae w. 


We shall be glad to send you free, upon request, 
practical recipes for the foregoing and many other 
beneficial gelatine dishes, together with SCIEN- 
TIFIC REPORTS on the importance of plain edible 
gelatine in the dietary. 


Charles B. Knox Gelatine Laboratories 
408 Knox Avenue Johnstown, N. Y. 














In addition to the family 
size packages of “Plain 
Sparkling” and ‘“Acidu- 
lated Sparkling’ (which 
latter contains a special 
envelope of lemon flavor- 
ing), Knox Sparkling 
Gelatine is put up in 1 
and 5 pound cartons for 
special hospital use. 
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DIETETIC SCALE 





Capacity, 500 Grams by 2 Grams 


Sturdily constructed, sanitary, accurate, 
can be readily carried from room to room, 
as platform and post slips in bottom of 
scale. Easy to use. Place dish on platform 
and rotate dial until “0” is exactly under 
end of pointer. Place helping of food on 
plate until proper number of grams is reg- 
istered. Again rotate dial until “0” is 
under end of pointer, and weigh another 
portion of food on the plate. No computa- 
tion or deduction for tare. Porcelain top. 
White enamel washable body and dial. Used 
by hospitals and sanitariums, as well as by 
individuals. 


We are prepared to equip completely 
laboratories for the purpose of doing Blood 
and Urine Chemical Analysis. 


Let us submit our list of Apparatus, 
Chemicals and Solutions for your approval. 


INSULIN OR ILETIN 


We carry in stock for immediate ship- 
ment at all times a supply of Insulin or 
Iletin, made in the laboratories of Eli Lilly 


& Co. 


Mail Orders Given Special Attention. 


DOSTER-NORTHINGTON 
DRUG COMPANY 
Surgical Instruments, Hospitz!, 
X-Ray and Laboratory Supplies 
BIRMINGHAM, ALA. 
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Mr. Eugene H. Daste and Mrs. L. C. McVoy. Miss F. B. 
Nelkin was appointed temporary Secretary in place of Dr. 
Merrick W. Swords, who recently resigned. 
Deaths 

Dr. William Ralph Boudreau, Washington, aged 51, died 
Apri 
Dr. Harry McNeal, Fordoche, aged 67, died March 3 at 
Ann Arbor, Mich., from myocarditis. 

Dr. Laurens Toomes Postell, Plaquemine, aged 66, died 


Mareh 19 from heart disease. 
Dr. Joseph Atkinson, Arcadia, aged 84, died March 10 


from senility. 





MARYLAND 


At the one hundred and twenty-sixth annual meeting of 
the Medical and Chirurgical Faculty of Maryland, held in 
Baltimore April 22-24, the following officers were elected: 
Dr. Lewellys F. Barker, Baltimore, President; Drs. Josiah 
S. Bowen, Baltimore, Thos. B. Johnson, Frederick, and 
James McT. Dick, Salisbury, Vice-Presidents; Dr. Joseph 
Albert Chatard, Baltimore, Secretary; Dr. Charles E. Brack, 
Jr., Baltimore, Treasurer. 

West Baltimore Medical Association has re-elected Dr. 
Arthur G. Barrett, President; Dr. A. Clarence Smink and 
Dr. Herbert C. Blake, Vice-Presidents; Dr. Arthur C. Tie- 
meyer, Corresponding Secretary; Dr. Gustav Goldman, Re- 
cording Secretary; Dr. Leonard A. Richardson, Treasurer. 

The forty-fifth convention of the fellows of the American 
Surgical Association was held at Baltimore April 17-19. 
Dr. Albert J. Ochsner, Chicago, was elected President; Dr. 
Robert B. Greenough, Boston, re-elected Secretary; Dr. 
Charles H. Peck, New York, Treasurer. 

The following have been appointed to make a survey of 
war veterans who are neuropsychiatric patients in hospitals 
in the Fourth District: Dr. Irving J. Spear, Baltimore; 
Dr. Lewis V. Guthrie, Superintendent of the State Hospital, 


(Continued on page 42) 


CHEPLIN’S 
B. Acidophilus Milk 


(Produced under the direct supervision 
of Harry A. Cheplin, Ph. D.) 


FOR 


Intestinal Toxemia 


CHEPLIN’S B. ACIDOPHILUS 
MILK will be found of distinct value 
in the treatment of intestinal tox- 
emias. It provides an effective means 
of overcoming putrefactive processes 
Sé-te: Debits wal = =— and regulating bowel 
A. M. A. Clinical improvement is manifested 
Council by relieving co-existing toxic symp- 

toms of headache, fatigue and _ in- 
Accepted testinal gas. 

Clinical improvement is manifested by relieving 
co-existing toxic symptoms of headache, fatigue and 
intestinal gas. 

A bacteriological simplification of the intestinal 
flora results and the pernicious toxicogenic microbes 
are replaced by the beneficial acidophilus bacilli. 

DOSAGE: For adults, 14-21 ounces daily in 7 oz. 
doses (one tumblerful) for at least 6 weeks. The 
addition of 1-3 tablespoonfuls of lactose per dose is 
very important in obstinate cases. 

Supplied in cartons of twelve 14-0z. bottles at 
$3.75 and six 14-oz. bottles at $2, plus delivery 
charges. Shipped direct to physicians or their 
patients. 

Full Information and Sample on Request 


Cheplin Biological Laboratories, Inc., 
Syracuse, N. Y. 
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‘‘There’s Many A Slip ’Twixt the 
Doctor and His Vacation’’ 


Itinerary routed—tickets purchased- baggage packed. 
But the unexpected happened. The sheriff presented 
a summons to answer for alleged malpractice. 


The Medical Protective Company was notified. The 
Doctor was advised to take his vacation as planned 
and his interests were protected. 
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Food authorities rate oats as the 
most valuable of grain foods. No 
other cereal ranks so high in calo- 
ries, protein, calcium. 

Enjoyment of this great grain dish 
depends on quality—the quality of 
Quaker. Flaked from the finest oats 
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West Virginia; Dr. Raymond K. Foxwell, Washington, D. 
C., and Dr. Alfred L. Gray, Richmond, Va. 

The following have been appointed to the Board of Su- 
pervisors of the city charities, Baltimore: Dr. George 
Walker, Dr. William B. Perry and Dr. Emil Novak. 

Dr. Robert E. Fricks, Baltimore, and Miss Gertrude 
Hax, Deer Park, were married April 10. 


Deaths 


Dr. Thomas Benton McDonald, Cumberland, aged 52, died 
April 16 frem pneumonia. 

Dr. Asa L. Wessels, Baltimore, aged 46, was found dead 
in bed April 4 from heart disease. 

Dr. Samuel Howell Gardner, Sharpsburg, aged 60, died 
March 24 from heart disease. 

Dr. Daniel Edwin Stone, Mount Pleasant, aged 85, died 
April 5 from senility. 

Dr. Charles Fitzsimmons Davidson, Easton, aged 59, died 
April 16. 

Dr. Joseph Trumbo Hering, Baltimore, died suddenly in 
his office March 29. 





MISSISSIPPI 


At a meeting of the State Board of Health in Jackson 
April 15 Dr. W. W. Crawford, Hattiesburg, was elected 
President; Dr. F. J. Underwood, Secretary and Executive 
Officer, vice Dr: W. S. Leathers, resigned. Other members 
are Drs. J. P. Wall, Jackson; James J. Haralson, Forest; 
Leonidas B. Austin, Rosedale; James W. Lipscomb, Colum- 
bus; Jones S. Hooper, Winona; James M. Dampeer, Crystal 
Springs; Willie H. Watson, Brandon; Evan M. Gavin, 
Ovett; Ira B. Seale, Holly Springs; Andrew J. Brown, 
Duncan; Samuel E. Eason, New Albany. 

The new hospital at the Jefferson Davis Beauvoir Sol- 
diers’ Home, Biloxi, erected at a cost of $50,000, was 
opened March 30. 

The Jackson Infirmary, Jackson, has been opened to all 
reputable physicians. The Pasteur Department and Labora- 
tory is under the personal supervision of Dr. C. R. Stingily. 

Dr. Henry Boswell, Jr., Superintendent of the Mississippi 
Tuberculosis Sanatorium, Sanatorium, has resigned. 

Dr. Sydney W. Johnston has been appointed Director of 
the Vicksburg State Charity Hospital, Vicksburg. 


(Continued on page 44) 








CLASSIFIED ADVERTISEMENTS 


EXPERIENCED PHYSICIAN just completed six months’ 
post-graduate work desires location or connection, prefera- 
bly in Birmingham District. B.S.B., care Journal. 














WANTED—Male nurse, either registered or practical, to 
attend senile case (male). To live with and be constant 
attendant to patient. State age, salary, experience, give 
reference and state how soon cam come. Address, MKT, 
care Southern Medical Journal. 
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Dr. John S. Gibson has been appointed Health Officer 
of Crystal Springs. 

The first annual meeting of the Woman's Auxiliary to 
the Mississippi State Medical Association was held in con- 
junction with the State Association at Jackson May 13-15. 


Deaths 


Dr. S. B. Farmer, Boyle, aged 44, died April 2 from a 
self-inflicted bullet wound while suffering from ill health. 

Dr. Joseph Thomas Bogan Berry, Bolton, aged 64, died 
March 16 from cirrhosis of the liver. 


MISSOURI 


Taney County Medical Scciety has elected Dr. John A. 
Mitchell, President; Dr. Guy B. Mitchell, Secretary. 

Dr. W. H. Minton has been elected a member of the 
City Council of St. Joseph; Dr. J. M. Bell was elected a 
member of the School Board; W. E. Harrington, druggist, 
was elected a member of the City Council, and A. J. Clark, 
druggist, a member of the School Board. 

Dr. Curtis H. Lohr has been appointed Superintendent 
of the Isolation Hospital at St. Louis to succeed Dr. Francis 
E. Cullen, who died from scarlet fever March 12. 

St. Mary’s Infirmary, St. Rose’s Hospital and St. Mary’s 
Hospital, St. Louis, have been amalgamated as a part of 
St. Louis University. 

Dr. George A. Johns, Superintendent of St. Louis Train- 
ing School for Feebleminded, has resigned to become State 


Health Supervisor of all eleemosynary institutions. He 
succeeds Dr. George P. Ard, St. Louis, who recently re- 
signed. 
Dr. Paul Funkhouser, St. Louis, and Miss Gertrude Bar- 
num Toles, Winnetka, Ill., were married April 12. 
; Deaths 


Dr. Arthur L. Fisher, Wheatland, aged 75, died February 
25 from senility. 

Dr. Abra C. Pettijohn, St. Joseph, aged 74, died April 5 
at Long Beach, Calif., from senility. 

Dr. Hanley Clay Creveling, St. Louis, aged 50, died March 
27 from pneumonia. 


(Continued on page 46) 
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NOVASUROL AS AN ANTISYPHILITIC—Novasurol has also proved very 
efficient for the treatment of syphilis, either alone or with arsphenamine. 


How Supplied: |.2 c. c. ampules, boxes of 5, 
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$4) CORDIAL INVITATION is extended to the 
YW) profession attending the American Medical 
Association Meeting at Chicago to visit the 
exhibit of the Acme-International X-Ray 
Company. At the past meetings of the Association the 
Acme-International X-Ray Company has invariably 
shown several new and important developments and the 
exhibit this year will prove no exception to the rule. 

The already comprehensive line of Precision Type 
Coronaless Apparatus has been augmented by some recent 
developments in Deep Roentgen Therapy Equipment, 
which will be exhibited for the first time. 

In addition the perfection of another part of the 
X-Ray equipment will be announced at this meeting. 
This development will be far-reaching in its effect and 
of great importance both to the medical men who are 
applving X-Ray apparatus in their practice and those 
who intend to adopt it in the future. 





The Acme-International Exhibit will occupy booths No. 
gA-19A-11A at the Municipal Pier, June oth to 13th 


ACME-INTERNATIONAL X-RAY CO. 


341 West Chicago Avenue, Chicago, Illinois 
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Dr. Edward Henry Bounds, Hannibal, aged 51, died at 
St. Elizabeth Hospital April 5, following an operation. 


PH YS } CIAN ? S 0 F F | C E Dr. Henry Gray, Prairie Hill, aged 68, died March 16 at 
the Woodland Hospital, Moberly, following a long illness. 
Dr. Earl Bentley Dennis, St. Louis, aged 50, died April 
5 from heart disease. 
Dr. Andrew J. Brooks, Marshfield, aged 67, died March 26. 
Dr. William Mastin McGrew, Norbone, aged 79, died 
April 9 from senility. 





“ ” 2. 
‘ ALLISON” Means Quality Dr. William Louis Gleave, Kansas City, aged 66, died 
The recollection of quality remains long April 5. 
after price is forgotten.” Dr. John Newton Primm, Hannibal, aged 70, died March 
. 18 from injuries received when struck by an automobile. 
The keynote of good taste is genuine ma- Dr. Francis Edward Cullen, St. Louis, aged 29, died March 
hogany or real walnut. 12 from septicemia. 
Dr. Merrill Neville Smith, Fayette, aged 40, died March 
16 at the Jewish Hospital, St. Louis, following an opera- 


tion. 








-M:- 


CONVENTION NORTH CAROLINA 
Ss 


4 del . At the seventy-fifth annual session of the Medical Society 

of the State of North Carolina April 15-17, at Raleigh, Dr. 
Albert Anderson, Raleigh, was elected President; Dr. Lewis 
B. McBrayer, Sanatorium, Secretary-Treasurer. The next 
meeting will be held at Pinehurst. 

At the annual meeting of the North Carolina Tubercu- 
losis Association in Salisbury March 22 Dr. Lewis B. Mc- 
Brayer, Sanatorium, was re-elected Secretary-Treasurer. 

Rutherfordton County Medical Society has elected Dr. T. 











, , 
See the Improved Hanes’ Table and other C. Lovelace, Henrietta, President; Dr. W. C. Bostic, Forest 
new styles of Tables on exhibit. City, Secretary-Treasurer. 
C l Dr. Baird U. Brooks has been elected Chairman of the 
atalog sent on request. Durham Board of —, a " 
. On April 3 -fire of unknown origin partially destroye 
Sold by All Responsible Dealers Broad Oaks Sanatorium for Nervous Diseases, Morgantown, 
in which three patients lost their lives. Several others were 


seriously injured. 


W. D. ALLISON Co., Mfrs. Dr. James B. Whittington has been appointed Superin- 
i i Winston-Salem. He 


i tendent of the Memorial Hospital, 
931 N. Ala. St., Indianapolis succeeds Dr. Thomas C. Redfern, who resigned. 


Dr. John S. Hooker, Aurora, has been elected Superin- 
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CELESTINS 
VICHY 


The place of CELESTINS Vichy in the dietary is distinctive 
and important. It is an alkaline water of diuretic action, 
and is indicated in cases of the following: 








Chronic hepatic disorders; gastric and intestinal indiges- 

tions; acid dyspepsia; chronic catarrhal gastritis or enter- 

~ = itis; rheumatism; diabetes; inflammation of the bladder; 
Name ofthe Spring 1s 08 and a large number of minor ailments. 


THERMAL “ESTABLISHNO™ 

CELESTINS VICHY is bottled only at Vichy, France, under 
the direct supervision of the French Government. Order 
and insist apon getting CELESTINS VICHY. 
A booklet on the therapeutic uses of CELESTINS Vichy will be sent 
on request. 
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General Distributor 





New York City 
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BECAUSE 
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PRESCRIBE VAPOR INHALATIONS 


The “PELTON” Electric Vaporizer offers the most 
efficient and satisfactory way to treat diseases of the 


You can now prescribe steaming hot medicated vapor 
inhalations and be sure your patient can properly ‘carry 
It takes the place of croup kettles and 
other cumbersome apparatus. 
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tendent of Health for Edgecombe County, with headquarters 


at Tarboro. He succeeds Dr. R. C. Gyles. 
Deaths 
Dr. Eugene Byron Glenn, Asheville, aged 52, died 


March 30. 
Dr. Jesse F. McCracken, Guilford College, aged 65, died 


suddenly March 31. 

Dr. R. D. Patterson, Liberty, was killed April 3 in an 
automobile accident. 

Dr. Joseph Franklin Rhem, New Bern, aged 52, died 
March 21 from heart disease. 

Dr. Scipio Person Wright, Salisbury, aged 56, died March 
1 from carcinoma of the tongue. 

Dr. James Jones Phillips, Raleigh, aged 54, died suddenly 
April 2 from angina pectoris. 





OKLAHOMA 

Dr. L. R. Wilhite, Perkins, was recently appointed Major 
in the Medical Officers’ Reserve Corps. 

Dr. Charles R. Hume, Anadarko, former President of 
the State Medical Association, recently celebrated his fif- 
tieth year in practice. 
a Dr. Lucile Blachly, Drumright, has been named Director 

of the Bureau of Child Hygiene, succeeding Mrs. Arthur 
Benson. 

Dr. H. C. Ricks, 


teriologist. 
Dr. R. E. Jones, Stigler, has been appointed County Su- 


perintendent of Health for Haskell County. 
Deaths 


Dr. John Joseph Chapman, Lawton, 
denly in his office April 12. 

Dr. George A. Morrison, Poteau, aged 
from senility. 

Dr. John Ferguson McArthur, Wilburton, aged 65, died 
March 8. 

Dr. William Henry Horine, aged 49, died 
April 5 from heart disease. 

Dr. George Walter Amerson, Milo, aged 45, died suddenly 


April 15, 


Durant, has been appointed State Bac- 


aged 59, died sud- 
71, died in March 


Henryetta, 
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SOUTH CAROLINA 


At the seventy-sixth annual meeting of the South Caro- 
lina Medical Association in Orangeburg April 15-17, Dr. 
Drayton M. Crosson, Leesville, was elected President; Drs. 
George H. Bunch, Columbia, L. C. Shecut, Orangeburg, and 
Charles J. Lemmon, Sumter, Vice-Presidents; Dr. Edgar A. 
Hines, Seneca, re-elec Secretary-Treasurer. The next 
meeting will be held in Spartanburg. 

The Spartanburg General Hospital, 
opened a psychiatric clinic. Dr. Beeler, 
charge of the clinic. 

An act authorizing the bond issue of $300,000 in Richland 
County for the Columbia County Hospital was recently 
signed by the Governor. Under the amended law the hos- 
pital board will consist of seven members, five appointed 
by the Governor, the county senator and one member by 
the City Council. 

The bill requiring a medical examination of male appli- 
cants ten days prior to the date set for the marriage cere- 
mony passed the house in March by a vote of 76 to 24. 


Deaths 

Dr. Clarendon W. Barron, Columbia, aged 51, died April 
4 at the Orange General Hospital, Orlando, Fla., from heart 
disease. 

Dr. Samuel Gilman Glover, aged 41, died 
March 22. 

Dr. Oscar M. Chapman, Chesnee, aged 39, died March 20. 

Dr. Marion Wilborne Strickland, Pelzer, aged 54, died 
March 20 at a hospital in Greenville. 


Spartanburg, has 
Columbia, is in 


Greenville, 





TENNESSEE 


At the annual meeting of the Tennessee State Medical 
Association in Knoxville Dr. Frank D. Smythe, Memphis, 
was elected President; Drs. Julian B. Blue, Memphis, Moses 
A. Beasley, Hampshire, and Jesse C. Hill, Bearden, Vice- 
Presidents; Dr. F. H. Gallagher, Nashville, Secretary-Ed- 
itor; Dr. John O. Manier, Nashville, Treasurer. 

The Chattanooga and Hamilton County Medical Society 
was granted a new charter by the State Medical Associa- 
tion at its recent annual meeting. The Society was dis- 
banded following the split caused by the trial of Dr. Wood- 
ruff A. Banks. 

(Continued on page 50) 
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Radium loaned to physicians at moderate rental 
fees, or patients may be referred to us for treatment 


if preferred. 
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variation of other instruments of 
10 to 30 mm. impossible. 
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At the annual meeting of the Tennessee Anti-Tuberculosis 
Association held in Columbia April 3 Dr. Herbert Acuff, 
Knoxville, was re-elected President; Dr. K. S. Howlett, 
Franklin; Dr. Ira Park, Union City; Dr. J. S. Freeman, 
Springfield; Dr. J. L. Edwards, Brownsville; Dr. J. J. Dur- 
rett, Memphis, were among those elected directors. 

Dr. W. L. Williams, Whitwell, has taken charge of the 
Hospital of the Woodward Iron Company, Bessemer, Ala. 

Dr. H. H. Webb, Erin, Pa., has accepted the position as 
Roentgenologist to the Cr ook Sanitarium and the Civic 
League Hospital, Jackson. 

Dr. John Alfred Moffitt and Miss Lockie Wilson, both 
of Chattanooga, were married April 2. 

Dr. Burton L. Jacobs, Chattanooga, — Miss Rena R. 
Rowland, Nashville, were married April 1 

Dr. Alfred M. Goltman and aa Helen "Hirsch, both of 
Memphis, were married March 27. 


Deaths 


Dr. William H. Eblen, Knoxville, aged 50, died March 17. 
Dr. Samuel McMillen, Alexandria, aged 62, died suddenly 


April 9. 
Dr. William G. McKinney, Milan, aged 75, died March 25. 


Dr. Alexander B. Hanna, Sardis, aged 88, died March 3. 





TEXAS 


Matagorda County Medical Society has elected Dr. A. S. 
Morton, Bay City, President; Dr. H. H. Loos, Bay City, 
Vice-President; Dr. J. E. Simmons, Bay City, Secretary. 

Mitchell County Medical Society was organized in Colo- 
rado April 5. Dr. Thomas A. Martin, Loraine, was elected 
Presid Dr. T. H. Barber, Colorado, Vice-President. The 





SIGN AND MAIL COUPON 
A. 8. ALOE CO.,581 OLIVE ST., ST. LOUIS, MO. 

1 enclose first payment, $2.00. Send Baumanometer complete on 10-days* 

trial, If I keep it, I will pay balance, $30.00, in 10 monthly payments 

of $3.00, without interest. I agree title remains in you until paid in full. 



















Mitchell- Nolan County Society disbanded several years ago. 

The Midwest Texas District Medical Society was recently 
organized at Abilene. Dr. Lamartine O. Dudgeon, Sweet- 
water, was elected President; Dr. J. E. Taylor, Abilene, 
Vice-President; Dr. Thomas Wade Hedrick, Abilene, Secre- 
tary-Treasurer. 


(Continued on page 52) 





Laboratories of 


Drs. Bunce, Landham and Klugh 
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These laboratories are equipped for making every test of clinical value 
in the diagnostic study of medical and surgical cases. 


methods and technique are used. 


In addition to the diagnostic study of cases there are adequate facilities 
for the x-ray and radium treatment of conditions in which these forms of 


treatment are indicated. 


Fee lists and containers for pathological specimens and information in reference to 
x-ray and radium work furnished upon request. 
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Professional Bldg., 65 Forrest Ave., Atlanta, Ga. 


Jackson W. Landham, M.D. 


Only standardized 
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Intestinal antisepsis is indicated in all 
putrefactive and fermentative conditions 
of the intestinal tract. 


Creosote is a valuable intestinal Calcreose overcomes objections. 
antiseptic but its use is limited be- It contains 50% creosote but the 
cause its administration often creosote is released slowly hence 
meets with objections on the part is absorbed without apparently 
of the patient. causing any distress. 


Literature and Sample of Calcreose Tablets on Request. 


aE MALTBIE CHEMICAL CO. 


a NEWARK., NEW JERSEY 




















The true Physicians are those serene, well-balanced 
individuals who, like born artists, are enamored of their 
profession. Medicine is to them not only the noblest of 
all callings, but an avocation as well as a vocation. 


At the close of their daily duties they have a feeling 
of abundant satisfaction in the consciousness that they | 
have given to their patients of the best there is in them, 
prescribing for their ailments that which they believe is 
bound to bring them back to health. 


Thousands of Pedriatrists and Physicians all over the © 


world are daily prescribing DRYCO, because they KNOW, © 
from their own experience that DRYCO responds in cases || 
of Infant Feeding as well as in the nourishment of acutely ~ 
ill, convalescent and invalid patients. 











DRYCO is intended exclusively to be prescribed by the Physician. 


DRYCO is never advertised to the laity. 

Let us send you literature. A liberal quantity of DRYCO, together with : 
: feeding tables, directions and “The Doctor’s Rubaiyat’’, will be sent to you upon © 
= request. 


THE DRY MILK COMPANY, _ 18 Park Row, New York, N. Y. 


**An International Institution for the Study and Production of Pure Milk Products.” 
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Uniformly Reliable in the 
Dietetic Treatment of 
Your Patients 


The Original 








a 
, CTURERS 
oe MiLk CO- 


RACINE, wiS., U.S. A- . 
OREAT Berrain. suovon. BUCKS. ENOUN? 








Avoid Imitations 


Prescribed extensively because 
of its proved nutrient advan- 
tages. 








FOR THE DOCTOR’S OFFICE 


The Lamb _ Treat- 
ment, Examining, 
Tonsillectomy Chair. 


A beautiful chair, 
built for efficient 
service. Constructed 
of the finest mate- 
rials and has many 
refinements not 
found on_ other 
chairs. Leg rest and 
back work in unison 
or separately. 


Write for informa- 
tion and new Low 
Prices. 





Just Press the Pedal— 
the lid lifts. 
W. C. 141-b Waste Re- ({<__ 
ceptacle. White or grey 
enameled 


$4.00 
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(Continued from page 50) 


The Panhandle Medical Society has elected Dr. 
F. Wilson, Memphis, President. 

The South Texas District Medical Association held its 
annual meeting in Galveston April 9-11. Dr. Frank L. 
Barnes, Houston, was elected President; Dr. Frederick W. 
Aves, Galveston, Vice-President; Dr. Willard R. Cooke, 
Galveston, re-elected Secretary. 

The Texas Surgical Society was held in Fort Worth April 
13-14. Dr. Charles S. Venable, San Antonio, is President; 
Dr. Harold L. D. Kirkham, Houston, Secretary. 

The fire which occurred at Colorado on March 29 resulted 
in a property loss estimated at over $100,000. The offices 
of Drs. C. M. McMillan and T. J. Ratliff were completely 
destroyed. They carried no insurance and _ sustained a 
heavy loss. 

Dr. M. O. Parrish has been elected Resident Physician of 
the Girls’ Training School, Gainesville. 

W. B. Dunlap, Jr., and James E. Ray, Beaumont, have 
announced that they will build a three-story hospital in 
Beaumont in September. 

Dr. Arden Cline Hornbeck, Marlin, 


Charles 


and Miss Blanche 


Rudolph Kunz, Chicago, Ill., were married at Waco 
March 23. 

Dr. Llewellyn McAdon, Ranger, and Miss Irene Levy, 
Winnipeg, Man., Canada, were married recently. 

Deaths 

Dr. George Henderson Lee, Galveston, aged 62, died 
March 21 from edema of the lungs. 

Dr. Irl Edward Holcomb, Fort Worth, aged 29, died 
April 7. 


Dr. William C. Holmes, Trenton, aged 83, died March 8 
from pneumonia. 

Dr. Leonard Keplinger, Waxahachie, aged 61, died March 
16 from heart disease. 

Dr. Hugh Dyer Barnes, Arlington, aged 58, died March 11. 

Dr. Byron Bedford Luck, Breckenridge, aged 34, died 
April 7 at a hospital in Fort Worth, following an operation. 

Dr. Harvey Lee Matthews, Dawson, aged 59, died Feb- 
ruary 8. 

Dr. John Joseph Dial, Sulphur Springs, died 
April 6 from cerebral hemorrhage. 

Dr. W. J. McNatt, Alliance, aged 70, died April 9, fol- 
lowing a long illness. 


aged 71, 


(Continued on page 54) 








F lakes much enlarged 


Your daily bran 


In tempting form 


The way you'll like it—hidden in a 
delicious whole wheat cereal dish. The 
‘way your patient will like it—the way 
you'll gladly- advise. 

Pettijohn’s is rolled soft wheat of de- 
licious flavor. Every flake contains 25% 
bran—two food needs in combination. 


Package Free 


To physicians we gladly senda package of 
Pettiohn’s free. Just write. 


Pettijohns 


Rolled Soft Wheat Containing 25% Bran 
The Quaker Oats Company, Chicago 
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: Analysis of ‘ ‘ ‘ 
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. vow ree ae from which only the water 
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il pon ea ae has been removed. 
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je silhindiame ab nstieaea radian When KLIM is reliquefied, the butter- 
* When Used in Infant Feeding fat, in fine globular division, remains 
0 ic ala natural wl coun milk and eet oth in a perfect emulsion. 
& A cream line cannot fail frequently to 

create differences in the fat content of 
os the baby’s bottle or the child’s ration. 
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8 finds its way to the parents’ coffee. 
ch KLIM eliminates these hazards. 
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‘ KLIM fey Seon ‘i hag? ar tee : meee Literature and samples sent promptly upon request 
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When you diagnose Enlarged 
Thymus Gland, radium is the 
treatment. 


RADIUM CHEMICAL Co. 
PITTSBURGH, PA. 


NEW YORK BOSTON CHICAGO’ 
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Whole Grains 
as people like 


them 


—in confection form 


Puffed Wheat and Puffed Rice 
are whole grains, steam exploded 
to 8 times normal size. 


They are airy as bubbles—crisp 
and flaky. Each giant grain tastes 
like a nut. 


All the priceless food elements 
are there, every cell broken for 
easy digestion and assimilation. 


Thus whole grains are trans- 
formed into confections which all 
enjoy. Children revel in them — 
morning, noon and night. And so 
do most grown folks, too. 


Puffed Rice for breakfast — 
Puffed Wheat for supper. Either 
for dessert at lunch. Try them— 
you'll like them. Everyone does. 





Quaker Puffed Wheat 
Quaker Puffed Rice 








(Continued from page 52) 


Dr. J. O. Holton, Prairie Hill, died April 2. 

Dr. William H. Smith, Heidenheimer, aged 69, died sud- 
covey at his home March 18 as a result of a stroke of apo- 
plexy. 

Dr. Henry C. Dial, Dallas, aged 69, died February 19. 





VIRGINIA 


The Richmond Pediatric Society was recently organized. 
The following officers were elected: Dr. N. Thos. Ennett, 
President; Dr. St. George T. Grinnan, Vice-President; Dr. 
Thos. D. Jones, Secretary. 

Winchester Memorial Hospital, Winchester, will erect a 
$200,000 building to replace the structure recently de- 
stroyed by fire. 

Drs. R. L. Hudgins, J. Weldon Smith and Thos. G. Hardy, 
all of Farmville, have been elected Directors of the Farm- 
ville Hotel Corporation. 

Trustees of the Virginia Baptist Hospital, Lynchburg, 
have authorized the issuance of $200,000 of bonds, proceeds 
of which will be used to construct at once the second unit 
of the Hospital. 

Dr. William H. Parker was re-elected President of the 
Business Men’s Association of the East End, Richmond, at 
its recent annual meeting. 

Dr. John Fulmer Bright has been elected Mayor of Rich- 
mond. 

Dr. Thos. S. Hening, Jefferson, was recently appointed 
Judge of the Juvenile and Domestic Relations Courts of 
Powhatan. 

Drs. M. P. Rucker and E. L. Johnson, both of Bedford, 
have been elected to the Board of Directors of the Bedford 
Trust and Savings Bank. 

Dr. C. C. Hudson has resigned as Health Officer of Rich- 
mond to accept the position of City Health Officer of 
Greensboro, N. C. 

Dr. John A. Hornsby has been elected Superintendent 
of the University of Virginia Hospital, Charlottesville. 

Dr. James K. Hall, Richmond, has been appointed a mem- 
ber of the special Board of Directors of the Central State 
Hospital, Petersburg. 


(Continued on page 56) 














Your 
Surgical 
Instruments 
Can Be 
Repaired 





Send them to us; you will be pleased. COST 


IS SMALL compared with price of new in- 
struments. 





Exclusive selling agents for Geor- Vey 
gia and Alabama on Sterilizers 

and Hospital Furniture bearing 

this “KNY-SCHEERER” Trade 
Mark& 





SURGICAL SELLING CO. 


65 Forrest Avenue, Atlanta, Ga. 
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Your eicieaats Rccueitile 


cannot accomplish its greatest good, if his nervous 
system is being subjected to the slightest irritation 
or depressing influence. Wearing 


O’Sullivan’s Heels 


removes a source of irritation that, once unknown, 
is now recognized as an all too often factor in 


retarding convalescence --- the repeated jarring of 
the body by walking with solid leather heels on 
hard unyielding floors and walks. 


In ordering recreation and outdoor living for weak and con- 
valescent patients, the aid that O’Sullivan’s Heels will give should 
not be overlooked. 


O’SULLIVAN RUBBER CO., Inc., New York City 








ORGANOTHERAPY 


can be effective only through the use of dependable endocrine products. The reputation and integrity 
of the manufacturer is the physician’s only guarantee of reliability of those organotherapeutic prod- 
ucts for which there is no chemical or biological assay. Every manufacturing process and all our 
product is supervised by our Analytical and Research Department. 


DESICCATED PITUITARY BODY, U.S.P. EPINEPHRIN 


CORPUS LUTEUM EPINEPHRIN AMPULES 

CORPUS LUTEUM AMPULES SOLUTION OF EPINEPHRIN (1-1000). 
PANCREATIN, U.S.P. DRIED SUPRARENALS, U.S.P. 
SOLUTION OF POST-PITUITARY DRIED THYROIDS, U.S.P. 


insure potency and constancy of action by prescribing the products of 


G. W. CARNRICK CO. 


Manufacturers GW. C Organotherapeutic 
of [at RI Products 


417-421 Canal Street, New York, N. Y. 
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THE OLD WAY ij THE NEW WAY 





OUR TUBE 





Better Ocular iiiiliics 


Can be obtained by the use of 
“M-E-S-Co” brand of Ophthal- 
mic Ointments. Reasons: Se- 
lected Chemicals, Thorough 
Trituration, Perfect Incorpo- 
ration, Sterilized Tubes, Boiled 
and Strained Petrolatum, Ex- 
cellent Service, No Waste, No 
Dirty Salve Jar, Right Prices. 
Write for complete informa- 
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(Continued from page 54) 
Capt. James C. Pryor, Norfolk, has been appointed head 


¢ of the U. S. Naval Medical Schocl, Washington, D. C. 


Dr. Thomas Garrett Pretlow and Mrs. Esther Berkeley 
Bentley, both of Chester, were married March 26. 


Deaths 


Dr. John D. Morgan, Rose Hill, aged 838, died April 8 
from senility. 

Dr. Alexander Bear, Richmond, aged 83, died April 2 
from senility. 

Dr. Henry Bayly Melvin, Halifax, aged 84, died March 9 
from senility. ri 

Dr. John Marvin Ratliff, Richlands, aged 28, died March 
10 from pneumonia. 

Dr. Edward Alexander Hatton, Portsmouth, aged 54, 
died April 2 from cerebral hemorrhage. 

Dr. Edward Willis Finch, Petersburg, aged 78, died 
April 3 from senility. 


WEST VIRGINIA 


At the recent meeting of the West Virginia Tuberculosis 
Association, held in Charleston, Dr. Walter E. Vest, of the 
staff of the Chesapeake and Ohio Hospital, Huntington, 
was elected President. 

Fire in the Biar Building at Beckley injured the offices 
and equipment of Drs. C. S. Smith, J. M. Higgens, A. H. 
Grigg, J. E. Coleman and O. B. Lynch. 

Deaths 

Dr. Joseph Abram Cox, Wheeling, aged 65, died suddenly 

March 81 from heart disease. 


Dr. Edward Bancroft, Huntington, aged 37, died April 8 
at the Chesapeake and Ohio Railway Hospital from pneu- 





tion. 
monia, 
Dr. R Cc. H i , Kimball, d 44, died tly. 
MANHATTAN EYE SALVE Se Si atten: St set ee. 


CO. Inc. from paralysis. 
a : Dr. Joseph Raymond Kirk, Paw Paw, aged 45, died April 
Louisville, Ky. 8 vat the Allegany Hospital, Cumberland, Md., from pneu- 





Dr. A. D. Bradley, Mount Hope, aged 35, died at Fort 
Lyons, Colo., recently. 


THE STANDARD 


LOESERS INTRAVENOUS SOLUTIONS 


CERTIFIED 
STANDARDIZATION 
























For so serious a procedure as intravenous injection Standardized solu- 
tions are absolutely essential. 

Standardization can only be accomplished by scrupulous laboratory 
methods of preparation and rigid controls. This is the first step 
toward safe and practical intravenous injection. 





Loeser’s Intravenous Solutions 
ARE THE 


Standardized, Certified Solutions 


Clinical Reports, Reprints, Price List,and The “Journal of Intravenous Therapy” 
will be sent to any physician on request. 


NEW YORK INTRAVENOUS LABORATORY 
100 West 21st Street, New York, N. Y. 


Producing ethical intravenous solutions for the medical profession exclusively. 
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They are standardized in order to bring about uni- 
form therapeutic efficiency to the patient whenever 
required. This efficiency is most needed in the 
sick room—not merely in the laboratory. 


What is true of drugs must be true of foods. Purity 
and efficiency in the can is only part of the problem 
—purity and efficiency in the kitchen is the true test. 


The law requires that baking powder contain 12% 
of leavening gas at the time of sale to the consumer. 
This measure protects the health of the public. 


In order to comply with this certain standard for bak- 
ing powder, manufacturers must produce and pack 
their product so as to avoid deterioration which 
results from absorption of atmospheric moisture. 


Baking Powder manufacturers to avoid violation 
of the law, spend thousands of dollars yearly in 
testing grocers’ stocks and removing “spent” 
goods, in spite of the fact that every precaution is 
made against deterioration. 


With the exception of Texas, the pure food laws are not applied to 
baking toned when mixed with flour at the mill and sold in bags 
as “Self Rising Flour.” There is no penalty on the manufacturers 
if it fails to “self rise’—the customer is the “goat”—the one that 


pays the penalty through indigestion and ill health thatcomes | 


from eating bakings that are not raised properly. The stardard- 
ization of baking powder is a protection to both consumer and 
manufacturer—he welcomes such laws and co-operates in every 
way possible. 


Not so with the self rising flour manufacturer—he resents such laws and fights 
their legislation. Why? Because a standardization of self rising flour mixture 
would require moisture-proof containers instead of cheap sacks—because low grade 
“clears” could no longer be sold as “fancy patent flour.” It would also mean expert 
chemical control by self rising flour manufacturers such as is now maintained 
by baking powder manufacturers. 


You are interested in the impartial application of the laws—in the protection of 
the public health—do your duty by advocating such measures. 


Calumet Baking Powder contains only such ingredients as have been officially 
approved by the U. S. Food Authorities. Packed in tin—keeps the strength in. 
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Are You Interested in Building Up “x STORM 
— Binder and Abdominal Supporter 


In every county seat and in every city 

we can help one physician to build up — 
$10,000 office practice. 

We have special proposition to make 
to ten physicians in South by which 
we equip your offices completely with 
physiotherapy apparatus and drill 
you thoroughly in latest methods of 
treatment. 

Not necessary to go away for post- 
graduate course. We give you course 
in your own office with your patients 
as clinical material. 





No lectures, no theory. Practical ex- For Men, Women and Children 
For Ptosis, Hernia, Pregnancy, Obesity, 


erience from start. i r wir 
= t. Write or wire Relaxed Sacro-Iliac Articulations, High and 
4 Low Operations, etc. 
Ask for 36 page Illustrated Folder. 
Thompson-P laster X-Ray Mail orders filled at Philadelphia only— 


within 24 hours. 

Company KATHERINE L. STORM, M.D., 
Leesburg, Va. Originator, Patentee, Owner and Maker 
1701 Diamond St. Philadelphia 

















SOLUTABS ACRIFLAVINE P-M CO. 
HAND MOULDED QUICKLY SOLUBLE 


ACRIFLAVINE has been shown to be a more powerful antiseptic, in serum, 
than bichloride or phenol. 
SOLUTABS ACRIFLAVINE P-M CO are superior to other forms of the 
chemical for medicinal use, in that 

They are more quickly soluble. 

They permit use of freshly made solutions. 

They yield solutions of accurate strength. 

They avoid staining hands or clothing in making solutions. 


Each Solutab contains Acriflavine 1-37/100 grs., making 3 ozs., of solution 1:1000 
(proper injection strength) or 1 pint of solution suitable for lavage. 





Acriflavine in dilution of one part to 300,000 of protein-containing media, 
has been shown to inhibit the development of Gonococci: in proper strengths 
it is practically non-irritant and does not decrease phagocytic action. Its 
results in Specific Urethritis are superior to the generally used antiseptics. 
It is indicated in a wide range of conditions caused by pathogenic organisms. 











Solutabs Acriflavine 1-37/100 grs., P-M Co are hand-moulded, disintegrate quickly and 
dissolve readily. Supplied in packages of 5 tubes of 10 tablets each. Write for 


literature. 
PITMAN-MOORE COMPANY 


Chemists 
INDIANAPOLIS, U. S. A. 






































LIVE FOOD 


for babies 
There is none so good 





First thought 
BREAST MILK 


Second thought 
FRESH COW’S MILK 
Water 
and 


MEAD’S DEXTRI-MALTOSE 


For your Convenience 


Pamphlet / Pamphlet 
on { on 
Breast Milk ' Dextri-Maltose 





rections accompany trade packages. Information in regard to feeding is sup- 
plied to the mother by written instructions from her doctor, who changes the 


feedings from time to time to meet the nutritional requirements of the growing 
g | § § 





infant. Literature furnished only to physicians. 








MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA 























OY 
Hay Fever 
Prophylaxis 


OW is the time to begin the preventive treatment of 
the late summer or early fall cases. Ragweed Pollen 
Extract (P. D. & Co.) is available for diagnosis and prophy- 
laxis; also for therapeutic treatment in cases not seen in 


time for prophylaxis. 


The complete package contains three 5-cc vials of Pollen 
Extract (Nos. 1, 2 and 3), No. 2 being ten times as concen- 
trated as No. 1, and No. 3 ten times as concentrated as No. 2. 
The physician is thus enabled to begin with a small dose and 
increase gradually, most of the diluting necessary having been 
done beforehand by the manufacturers. A vial of diluent is 
supplied for giving bulk to very small doses, such as 0.1 cc 
and for use in applying differential resistance tests. 


Vial No. 3 can be used in diagnosis; or a special diag- 
nostic package can be ordered containing five capillary 
tubes of extract—enough for five tests. 


Your dealer will order for you. Shall we send you our 
booklet on Pollen Extracts? 


PARKE, DAVIS & COMPANY 


DETROIT, MICHIGAN 


Pollen Extracts, P. D. & Co., are included in N. N. R. by the Council on Pharmacy 
and Chemistry of the A. M. A. 

















